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Wilensky, A. O.: The Association of Osteomyelitis 
of the Skull and Nasal Accessory Sinus Disease. 
Arch. Otolaryngol., 1932, xv, 805. 

The author presents a review of the association of 
osteomyelitis of the skull and nasal accessory sinus 
disease, including the etiology, pathology, symp- 
toms, clinical course of typical cases, prognosis 
treatment, and mortality. The clinical picture pre- 
sented by the majority of the cases is very similar. 
The infection that leads to the fatal result usually 
occurs within two or three days after an operation 
for disease of the nasal accessory sinuses. The 


diploé of the frontal bone is invaded by the organ- 


isms and osteomyelitis is set up. The infection 
spreads thence through the outer table, giving rise 
to subperiosteal abscesses beneath the scalp. It 
may also spread inward and may subsequently give 
rise to extradural or subdural abscess, general 
meningitis, cerebral abscess, or thrombosis of the 
longitudinal or other large sinuses. The dura mater 
is affected in practically all cases, and the pachy- 
meningitis may remain localized a long time. Throm- 
bosis occurs chiefly in the lateral or longitudinal 
sinuses. The invasion of a large venous sinus is often 
manifested by emboli with distant metastases. 
Pneumonia or bronchopneumonia frequently occurs. 

It is generally easy to make a diagnosis of osteo- 
myelitis in the bones near the orbit or ear. However, 
it is often difficult to recognize the diffuse form be- 
cause the general symptoms are often more pro- 
nounced and may mask the local symptoms. A 
diagnosis may be made before operation if the 
symptoms that accompany the sinusitis or mas- 
toiditis are carefully studied. When the osteomye- 
litis becomes evident, operation is necessary and 
should be as extensive as possible. The cranial bones 
should be resected beyond the limits of the lesion. 
If the wound continues to granulate and if the 
temperature remains high, sequestra are present and 
must be removed as completely as possible. The 
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mortality is high. After a varying length of time 
ranging from weeks to years, the patient succumbs 
to one or more of these conditions with or without 
the manifestations of a general blood infection. 
MANUEL E. LicuTensteIn, M.D. 


Bull Engelstad, R.: Radium Treatment of Actino- 
mycosis of the Face and Neck (Radiumbehandlung 
von Gesichts- und Hals-Actinomycose). Norsk 
Mag. f. Legevidensk., 1932, xciii, 161. 

Since Heyerdahl reported the cure of twenty-one 
cases of cervicofacial actinomycosis by radium irra- 
diation in 1927, twenty-eight additional cases have 
been treated with radium at the Imperial Hospital 
at Oslo. Twenty-five of the twenty-eight patients 
were completely cured, one died of meningitis due 
to the staphylococcus albus, and one is still under 
treatment. One patient has not reported, but when 
last heard from was practically cured. The cosmetic 
results were very good. The usual dosage was from 
33 to 55 mgm. of radium-element used with a 2-mm. 
lead filter for forty-eight hours. The number of 
treatments. varied. Preliminary incisions seemed to 
delay the cure. R. Butt ENGELSTAD (H). 


EYE 


Guazzieri, G.: The Pathogenesis and Treatment of 
Traumatic Pulsating Exophthalmos (Sulla pat- 
ogenesi e la cura dell’esoftalmo pulsante traumatico). 
Ann. ital. di chir., 1932, Xi, 429. 

The author reports two cases of traumatic pulsat- 
ing exophthalmos resulting from bullet wounds in 
which the bullet entered close to the ear and became 
lodged at a point external to the base of the skull, 
in the region between the sphenoid bone and the 
basilar process of the occipital bone. The exophthal- 
mos developed three and eight weeks respectively 
after the injury. Head noises described as resembling 
the beating of a hammer or a blowing murmur 
preceded the development of the eye changes. In 
both cases a diagnosis of arteriovenous aneurism 
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between the internal carotid artery and the caver- 
nous sinus was made and ligation of the common 
carotid artery and the internal jugular vein was 
done. After the ligation the pulsations of the pro- 
truding eye and the head noises ceased immediately. 
The patients suffered no mental changes following 
the double ligation. 

As the bullet did not enter the cranial cavity in 
either case, the author believes the etiological fac- 
tor was an indirect injury to the internal carotid 
artery with delayed development of the arterio- 
venous communication. In the first case no fracture 
was demonstrated, but the author believes there was 
fissuring of the sphenoid not demonstrated roent- 
genographically. Such fissuring might lead to injury 
of the wall of the internal carotid artery. In the 
second case a basal fracture near the sella turcica 
was demonstrated. 

The author discusses the proposed methods of 
treatment. He attributes the excellent results in 
his cases to the simultaneous ligation of the artery 
and vein. Peter A. Rost, M.D. 


Di Marzio, Q., and Salvatori, G. B.: Results of 
Roentgen Therapy in Some Diseases of the Eye 
(Resultate der Roentgentherapie bei einigen Augen- 
affektionen). Strahlentherapie, 1932, xliii, 68. 


The results of roentgen treatment in 300 cases of 
eye disease are reviewed. The conditions included 
inflammations, newgrowths, and a variety of other 
lesions. 

In the group of inflammatory conditions, ulcerous 
processes of the cornea were most numerous and 
yielded the greatest number of good results. Of 
109 cases, the condition was cured in 83, improved 
in 17, and not improved in 9. These were cases of 
catarrhal and eczematous ulcer, filamentous kerati- 
tis, burns, rodent ulcer (3 cases, in which the lesion 
healed well), and 28 cases of hypopyon keratitis. 
It was found that in this condition irradiation of 
one eye had a favorable effect also on the other eye, 
even when the disease had been present for as long 
as a year. Also in parenchymatous keratitis—which 
was usually of luetic origin—irradiation exerted a 
favorable influence even when it was not supple- 
mented by any other form of treatment. 

Of special interest were experiences with secondary 
irradiation, which was employed in diseases of the 
palpebral conjunctiva. In trachoma, marked im- 
provement usually occurred, but complete cure was 
relatively infrequent and was obtained as a rule only 
after preliminary expression. As in other conditions, 
irradiation alone proved inferior to irradiation com- 
bined with mechanical treatment. Recurrence was 
not uncommon. Of the cases of pannus, a cure was 
obtained in 4, improvement in 11, and improvement 
followed by recurrence in 3. Vernal conjunctivitis 
was not influenced by irradiation of the lids nor of 
the suprarenals. In 3 cases of tuberculosis of the 
conjunctiva, progressive improvement was obtained. 

The number of failures of irradiation treatment 
was greatest in the group of cases of miscellaneous 
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pathological conditions. The results in pterygium 
and the cicatricial formations following operations 
for pterygium could be considered good, but de- 
tachment of the retina, degeneration of the cornea, 
and hemorrhage into the vitreous in cases of 
thrombopenia usually proved refractory. 

In the group of cases of tumor, 2 epibulbar car- 
cinomata were cured and have not recurred in a 
period of six years. A papilloma of the conjunctiva 
was also cured. In a case of nevus pilosus no effect 
was noted. Of the cases of retinal glioma, 5 of which 
were bilateral, the result in 2 may perhaps be 
regarded as good. One patient has now remained 
free from recurrence for six years. The better eye 
was saved, but the other one became atrophied. In 
a case of intra-ocular sarcoma and a case of orbital 
sarcoma the treatment was without effect. 

In discussing the technique of the irradiation, the 
authors state that in general they prefer hard rays. 
They have employed hard rays even for secondary 
irradiations, in which as a rule filters of varying 
hardness are used. They employ symmetry appara- 
tus, metro tubes, a parallel spark gap of 40 cm., 3.2 
ma., a filter of o.5 mm. of zinc and 4 mm. of alumi- 
num, a skin-focus distance of 23, 25, 27, or 30 cm., 
and, in deep therapy, as much as from 50 to 70 cm. 
In the treatment of inflammations, from 10 to 20 
per cent, and occasionally even 30 per cent, of the 
skin-erythema dose is given and is sometimes re- 
peated up to 120 per cent. The skin-erythema 
dosage is 3,500 French roentgens (Solomon). New- 
growths are given from 150 to 200 per cent of the 
skin-erythema dose in several sittings. 

HorrMAnNn (0). 


Smul’jan, L.: Blindness According to the Material 
of the Eye Clinic in Odessa (Blindheit nach 
Materialien der Augenklinik in Odessa). Russk. 
oftalm. Zischr., 1931, Xiv, 339. 


This article is based on cases of blindness found 
among 42,112 cases of eye disease treated in the 
Odessa ophthalmological clinic. The patients made 
their first visit to the dispensary in the period from 
1903 to 1922. Six hundred and fifty-eight were 
blind in both eyes and 2,072 were blind in only one 
eye. Of the total number of those who were blind, 
56.8 per cent were natives of Odessa and 55.7 per 
cent were males. As the 1920 census for the Odessa 
region shows only 91 men to each 100 women, there 
are 1.6 times as many blind men as blind women. 

The incidence of blindness was lowest (4.2 per 
cent) in the age period from eleven to fifteen years, 
and highest (14.0 per cent) in the age period from 
forty-one to fifty years. A table giving the time of 
life at which sight was lost shows that 3.1 per cent 
of the patients were blind from birth, 20.7 per cent 
became blind before the fifth year of age, and 31.7 
per cent became blind in one eye and 32.5 per cent 
became blind in both eyes before the fifteenth year 
of age. Therefore in one-third of the cases the blind- 
ness dated from childhood. As the result of disease 
extrinsic to the eye, 53.9 per cent of the patients 
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became blind in one eye and 29.5 per cent became 
blind in both eyes, and as the result of intrinsic eye 
disease, 23.9 per cent became blind in one eye and 
47.1 per cent became blind in both eyes. 

The anatomical causes of the blindness are shown 
in the following table: 


One eye 
0. 


(a) 
Absence of the eyes 6 ‘ 8 
Atrophy of the eyeball... 48 
Corneal changes 466 138 
Glaucoma and buphthalmia 383 123 
Diseases of the choroid 
and retina 

Diseases of the optic nerve 
Detachment of the retina 
Intra-ocular growths 

Other diseases of the eye. . 
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The pathological causes of the blindness were as 
follows: 
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Congenital blindness 
Gonorrhcea 
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Malignant tumors 

Diseases of the central nervous system. ... 
Sympathetic ophthalmia 

General and other affections 


oad 


Trauma was the cause of blindness in 15.7 per cent 
of the males and 7.9 per cent of the females; glaucoma, 
in 22.5 per cent of the males and 37.4 per cent of the 
females; and syphilis, in 19.7 per cent of the males 
and 2.4 per cent of the females. 

In farmers, blindness in one eye was caused by 
trauma in 45.9 per cent, by glaucoma in 20.9 per 
cent, by trachoma in 8.7 per cent, and by syphilis in 
4.1 per cent; in laborers, by trauma in 48.3 per cent, 
by glaucoma in 18.4 per cent, by trachoma in 3.2 per 
cent, and by syphilis in 8.9 per cent. In farmers, 
blindness in both eyes was caused by trauma in 14.1 
per cent, by glaucoma in 35.2 per cent, by trachoma 
in 8.4 per cent, and by syphilis in 9.9 per cent, and in 
laborers, by trauma in 18.9 per cent, by glaucoma in 
23 per cent, by trachoma in 4.6 per cent, and by 
syphilis in 31 per cent. Kuriks (0). 


Blair, V. P., Brown, J. B., and Hamm, W. G.: 
The Correction of Ptosis and of Epicanthus. 
Arch. Ophth., 1932, vii, 831. 

In the absence of action of the levator palpebre 
muscle, direct fixation of the tarsus of the upper lid 
to the occipitofrontalis muscle best elevates the lid. 
Of the plans proposed for such fixation, the authors 
believe the most satisfactory is the use of thin strips 
of fascia lata. The technique is as follows: 

After adequate exposure of the iliotibial band and 
the removal of all fat, thin strips are cut in the direc- 
tion of the vertical fibers. The strip is fixed into 
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the eye of a moderately slender surgical needle 
5 cm. long by pushing one end of the fascia through 
the eye and fastening it with several transfixing 
and encircling stitches of fine silk. 

A transverse skin incision 1 cm. long is made 
completely through the skin above the brow and 
two transverse skin stabs are made about 1 cm. 
apart just above the tarsal border. The carrier 
needle is inserted at the outer end of the horizontal 
cut and after it has traversed the brow and lid 
subcutaneously is brought out through the cor- 
responding stab. It is then inserted in the same 
stab wound to engage the upper border of the tarsus 
and emerge at the other stab wound, where it is 
again inserted to traverse the lid and brow sub- 
cutaneously and emerge at the inner end of the 
horizontal cut. The strand ends are then tied in a 
single knot, which is tightened until the desired 
elevation of the lid is obtained. The knot is fixed 
by several sutures of fine silk, and each end of the 
fascia is buried under the skin. The incisions are 
closed with interrupted sutures, and a light pres- 
sure dressing is applied for from twenty-four to 
forty-eight hours. At the end of that time all dress- 
ings are removed. 

At the beginning of the elevation of the lid the 
directions of pull of the levator palpebre and oc- 
cipitofrontalis muscles rather closely coincide, but 
if the elevation by the latter is carried high enough 
the tarsus may be drawn away from the globe. 

The tendency of the patient to draw up the eye- 
brows and to develop a strained expression in the 
effort to open the paralyzed lid or lids is usually 
relieved by the operation. 

Ptosis may be part of a congenital deformity 
of the lids which may be associated with epicanthus. 

Epicanthus is due to an apparent congenital or 
acquired vertical shortness of the involved tissues 
which produces a more apparent than real redun- 
dancy in the transverse direction. It may be em- 
phasized by a natural or acquired flatness of the 
nasal bridge. In the congenital type correction can 
usually be obtained by flap switching which adds 
vertical length at the expense of the transverse 
redundancy. In the traumatic type it may be 
necessary to use a skin graft or switch a flap from 
a distant site. In some cases elevation of a flat 
nasal bridge will help. 


Key, B. W.: Extensive Iridodialysis: Operation, Re- 
Attachment. A Report of Two Cases. Arch. 
Ophth., 1932, vii, 748. 

Iridodialysis following injury without loss of the 
globe results in deformity and visual disturbance. 
In the less marked cases neither may be noticed 
and both may be corrected by the judicious use of 
atropin immediately after the injury. For cases 
which do not respond to this treatment, Key pro- 
poses the following surgical procedure: 

A keratome incision is made directly at the site 
of the iridodialysis to form a flap consisting of 
conjunctiva and a bit of sclera. The iris is then 
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withdrawn and a No. ooo French silk suture is 
passed through it and the scleroconjunctival flap, 
the latter being in turn sutured in place. 

Key emphasizes the importance of performing the 
operation gently and passing the suture through the 
margin of the iris. Vircit Wescort, M.D. 


Heider: High Blood Pressure and the Fundus 
Oculi (Hochdruck und Augenhintergrund). Klin. 
Monatsbl. f. Augenh., 1931, \xxxvii, 848. 


In a careful study of the blood vessels in the 
fundus of the eye in 300 cases of high blood pressure 
with or without kidney disease certain vessel 
changes were found to accompany the different 
types of hypertension. During the past six months 
attempts to interpret the vascular picture by oph- 
thalmoscopy with red-free light without a knowledge 
of the internal findings led to a correct clinical diag- 
nosis in 80 per cent of the cases. In 10 per cent the 
diagnosis was not entirely correct, and in 10 per cent 
it was incorrect. 

The author uses the Volhard classification, viz., 
true vascular diseases (essential hypertension and 
malignant sclerosis) and primary renal diseases. In 
essential hypertension the increase in the blood 
pressure is due to a passive reflex mechanism, 
whereas in the malignant sclerosis of acute and 
chronic nephritis, the kidney of lead poisoning, and 
the kidney of pregnancy, it is due to an active 
hamatogenic toxic mechanism. 

In essential hypertension the vessels are frequently 
distended and often show slight variations in caliber. 
The venules of the macula show definite tortuosity. 
The tortuosity is less in the medium-sized veins and 
The arteries are 


disappears in the larger veins. 
usually of normal caliber, but sometimes are slightly 
narrowed. They are rarely tortuous, seldom show 
any decrease of the lumina, and never present 
alternate dilatation and narrowing. Compression of 


veins is always present at crossings. Sometimes 
there is a delicate peripapillary oedema, and more 
frequently displacement of pigment in the region of 
the macula. Severe oedema is never observed. 
Hemorrhage is frequent, but thrombosis is rare. 

In malignant sclerosis the large veins are often 
very narrow. Dilated vessels are found only in 
cardiac decompensation, and distended tense veins 
only when there is an increase in the tension of the 
cerebrospinal fluid with papilloedema. Even the 
medium-sized and small veins are frequently narrow. 
The macular veins are almost never so broad as in 
essential hypertension. The macular venules are 
frequently very tortuous, but the tortuosity is more 
angular than in essential hypertension. In young 
persons the tortuosity is frequently absent. The 
arteries are often definitely or markedly narrowed 
throughout their extent. The small ones are often 
very difficult to find even in the retina free from 
cedema. The arteries frequently show a marked 
change in their caliber and sometimes obliteration. 
Always there is marked compression at the crossing 
points of vessels. 
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Characteristic of malignant sclerosis is the general 
narrowing of arteries and veins, especially of the 
smaller vessels. As a rule papilloedema and retinal 
cedema, new and old foci in varying numbers, and 
hemorrhages are present, and not infrequently there 
are total or partial thromboses. Postneuritic 
atrophy is not rare. In cases of severe papilloretinal 
changes a true contracted kidney must be suspected. 

The differentiation of the vascular pictures of 
malignant sclerosis and chronic nephritis is difficult. 
The vascular changes and papilloretinal findings in 
both conditions may be very similar. Frequently 
malignant sclerosis is suggested only by marked 
tortuosity of the venules of the macula, but even 
this finding is not always present. All theories 
regarding the increase in the blood pressure agree 
that the changes occur in the smallest arteries and 
veins. Therefore the ophthalmoscopic findings give a 
direct insight into the pathological process. 

REICHLING (OQ). 


EAR 


Gray, A. A.: Pathological Changes in the Auditory 
Nerve in Otosclerosis and Their Significance 
Clinically, Especially with Regard to Paracusis 
Willisii. Proc. Roy. Soc. Med., Lond., 1932, xxv, 1286. 


In otosclerosis there is a degeneration of the fibers 
of the cochlear nerve beginning in the medullary 
sheath and neurilemma and later extending into the 
axis cylinder. This process occurs independently of 
the fixation of the stapes and of the bony changes in 
the capsule of the labyrinth and probably precedes 
both. The clinical picture is therefore produced 
chiefly by the nerve degeneration and only to a 
minor degree by the fixation of the stapes. 

Tinnitus and paracusis willisii are also due to the 
nerve degeneration. The nerve changes and the 
changes in the capsule of the labyrinth are inde- 
pendent of each other, and both are probably called 
into existence by some common factor in the vaso- 
motor arc which controls the nutrition of the struc- 
tures or the organ as a whole. The changes are all 
degenerative in character and not inflammatory. 
As they may occur in varying degrees in the differ- 
ent structures, the clinical picture of otosclerosis 
varies fairly widely in different cases. 

GerorGE R. McAututrr, M.D. 


Eagleton, W. P.: Suppurative Meningitis of Otitic 
and Nasal Origin: Its Relation to Blood- 
Stream Invasion of the Pial Vessels. Arch. 
Otolaryngol., 1932, xv, 885. 

During the past few years 367 persons with sup- 
purative meningitis originating in the ear or nose 
were observed by the author. Of the 213 who were 
operated upon, 145 died and 32 per cent recovered. 
Autopsies were performed in 105 cases. 

Depending on the mode of the infection and the 
method of its extension within the arachnoid, sup- 
purative meningitis is of the following 2 types: 
(1) subarachnoid space meningitis, and(2) meningitis 
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secondary to infection of the pial vessels. In the 
first type surgical cure is possible as long as the in- 
fection is limited to a basal cistern. In the second 
type the condition is uniformly fatal, at least when 
it has advanced beyond the neighborhood of the 
primary focus. 

Pneumococcus Type III meningitis secondary to 
infection of the pial vessels is generally of sphenoidal 
origin. In this condition a favorable outcome re- 
quires an early attack on the sphenoid, and the 
type of operation will depend upon whether the in- 
vading organism enters from a thrombophlebitis of 
the submucosa or an osteomyelitis of the sphenoidal 
basis. 

Meningitis due to the streptococcus hemolyticus 
is the result of a localized collection of pus in the 
mastoid, a venous sinus, an adjacent air space, or 
the medullary substance of the sphenoid basis or of 
the petrous apex. Encephalitis is an early and fre- 
quent complication of meningitis developing as a 
sequela to infection of a pial vessel. 

GeorGE R. McAuttrr, M.D. 


NOSE AND SINUSES 


Bompet, R.: The Development of the Frontal 
Sinuses in the Child and Its Surgical Signifi- 
cance (Desarrollo de los senos frontales en el nifo 
y sus aplicaciones quirdrgicas). Rev. méd.Lat.-Am., 
1932, XVI, 623. 

In children, affections of the paranasal sinuses 
present characteristics which are fundamentally dif- 
ferent from those presented in adults. Frontal 
sinusitis requires special consideration because of its 
frequency and gravity in the child. In adults, the 
frontal sinus is affected less frequently than the 
maxillary sinus because of its special anatomical 
and physiological characteristics. In children, the 
difference in the frequency of involvement of these 
sinuses is still greater because of the late appearance 
and slow development of the frontal sinus. 

The author has made a very detailed study of the 
embryology and anatomy of the paranasal sinuses, 
with special attention to the development of the 
frontal sinus in childhood. The literature shows a 
difference of opinion as to the time of appearance 
of the frontal sinus. In 1869, Dursy claimed to have 
discovered a small frontal sinus in a fetus of 1034 cm. 
Killian found a frontal sinus in a baby fifteen 
months old and in two children of six and seven 
years respectively. Other authorities maintain that 
the development of the frontal sinus is not complete 
until puberty. ' 

Because of this diversity of opinion the author 
made an extended study of roentgenograms of the 
frontal sinuses in children between the ages of six 
months and eighteen years. He concludes that the 
frontal sinus appears between the sixth and eighth 
years of age. This fact is of great clinical and 
therapeutic importance because it interdicts the 
diagnosis of frontal sinusitis before the age of six 
years. 


405 


The author summarizes the symptoms, diagnosis, 
and treatment ‘of frontal sinusitis in children and 
includes in his article a number of roentgenograms 
of the frontal sinuses at different ages of childhood. 

WIiLtiAM R. MEEKER, M.D. 


Van der Hoeven Leonhard, J.: The Anatom cal 
Basis of Chronic Frontal Sinusitis. J. Laryngol. 
& Otol., 1932, xlvii, 360. 

The author studied 212 frontal sinuses to deter- 
mine the differences between acute inflammations of 
those sinuses which clear up under local treatment 
and those which go on to a chronic state. 

He found that most frontal sinuses with a trans- 
verse diameter up to 30 cm. were free from anatomi- 
cal factors which would mechanically prevent spon- 
taneous healing, whereas most of those with a 
transverse diameter of more than 30 cm. contained 
shallow ridges, pockets, lateral recesses formed by 
vertical ridges, and septa which impeded drainage 
and hence would interfere with spontaneous healing. 
His findings therefore indicate that the prognosis of 
acute frontal sinusitis may be aided by determining 
the transverse diameter of the sinus from the roent- 
genogram and thereby determining the probable 
presence or absence of factors interfering with 
drainage. James T. Mitts, M.D. 


PHARYNX 


Skoog, T.: Spontaneous Hzemorrhage from the 
Tonsillar Region (Ueber Spontanblutungen aus 
den Tonsillengebieten). Arch. f. Ohren-, Nasen- u. 
Kehlkopfh., 1932, cxxx, 206. 


Spontaneous hemorrhages from the tonsils or 


tonsillar area are divided into three groups. The 
first and most important group are those occurring 
in peritonsillar or other inflammatory processes 
arising in the tonsils. The second are those caused 
by ulcerous changes in the tonsil. The third are 
hemorrhages the cause of which is to be found, not 
in the tonsil, but in some general condition such as 
hemophilia, hypertonia, kidney disease or vicarious 
menstruation. 

In discussing the first group, the author cites the 
statistics of von Lebram (twenty-five cases), Lueb- 
bers (fourteen cases), Stumpf (fourteen cases) and 
Sercer (sixteen cases), and presents a new collection, 
including thirteen cases from the literature and 
three cases of his own. The hemorrhage occurs 
most frequently in cases of tonsillitis or peritonsillitis 
with a protracted course or with marked swelling of 
the glands about the angle of the jaw. It is less fre- 
quent in anginas of short duration. The angina of 
scarlet fever seems particularly dangerous. The 
source of the bleeding is usually an artery, seldom 
a vein. The bleeding occurs considerably oftener in 
the form of a spontaneous hemorrhage or following 
the rupture of an abscess than after an incision. 

In accord with Luebbers, Skoog rejects the view 
of Lebram that ligation of the common carotid is 
the only method to be considered for septic hemor- 
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rhage of the throat. He believes, in fact, that this 
procedure should be avoided whenever possible. He 
states that in peritonsillitis incision should be done 
as early as possible, but caution is necessary in cases 
with a protracted course and a marked lymphadeni- 
tis about the angle of the jaw. When erosion 
threatens or has begun (submucous discoloration, 
pulsation, preceding attacks of bleeding) the carotid 
artery should be exposed and a ligature placed about 
it before an incision is made. If the patient comes 
for treatment when the bleeding is in progress, a 
tonsillectomy should be done and the bleeding vessel 
controlled. When the vessel cannot be located or the 
bleeding is severe, the carotid artery should be 
exposed, and if compression of the external carotid 
controls the hemorrhage the latter should be ligated. 
If the bleeding then continues the internal carotid 
or the common carotid should be ligated. When the 
bleeding has stopped at the time of operation the 
external carotid should be ligated and a ligature 
placed about the common carotid. 

The author does not believe that delay of opera- 
tion is indicated by the spontaneous cessation of 
hemorrhage due to septic erosion of the throat. He 
says we have no reliable criterion by which to estab- 
lish the prognosis regarding recurrence of the hemor- 
rhage, and conservative measures will sooner or 
later become responsible for catastrophes. There- 


fore, every case of hemorrhage occurring under 
these conditions should be treated surgically. 

In discussing the second group of cases the author 
reports a case of spontaneous cessation of a moderate 
hemorrhage from an ulcer in Vincent’s angina. In 
discussing the third group he reports a case of 


bleeding from a normal tonsil in the absence of 
general disease, which he believes may have been 
vicarious menstruation. ARBENz (H). 


Ducuing, J., and Ducuing, L.: Malignant Tumors 
of the Vallecula, the Glosso-Epiglottic Fossa 
(Les tumeurs malignes de la vallecule, fossette 
glosso-epiglottique). Bull. Soc. de chir. de Toulouse, 
1932, XXXil, 303. 

The vallecula or glosso-epiglottic fossa is bounded 
anteriorly by the base of the tongue, posteriorly by 
the anterior surface of the epiglottis, and to the 
right and left by the two lateral glosso-epiglottic 
folds. The median glosso-epiglottic fold separates 
the right vallecula from the left. In the majority of 
human subjects the lateral glosso-epiglottic folds 
are not present. In the exceptional cases in which 
they are present they seem to be constituted by an 
extension of the pharyngo-epiglottic fold. Nine 
times out of ten the glosso-epiglottic fossa passes 
imperceptibly into the glossotonsillar furrow. 

The glosso-epiglottic fossa is lined by stratified 
pavement epithelium and contains two kinds of 
glands—follicular glands in the form of small lenti- 
cular proliferations, and mucous racemose glands 
resembling those found in the buccal cavity. 

Cancer in the region of the vallecula is quite com- 
mon and would be reported more frequently if it 
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were diagnosed earlier. In the later stages it is often 
mistaken for cancer of the base of the tongue. It 
occurs more frequently in males than in females. 
In females it is apparently rare. It may involve any 
part of the vallecula and it tends to extend to the 
opposite vallecula. Macroscopically, most tumors 
of the vallecula resemble tumors found at the base 
of the tongue, but there seems to be one type of 
neoplasm characteristic especially of the vallecular 
region, namely, the grooved type which presents an 
elongated ulceration parallel with the great axis of 
the vallecula. 

Cancer of the vallecula meets with little obstruc- 
tion superficially, but its deep penetration is hin- 
dered by the thyrohyoid membrane anteriorly and 
inferiorly and by the epiglottis posteriorly. It there- 
fore propagates toward the base of the tongue, the 
sub-hyo-epiglottic fatty spaces, or the lateral wall of 
the pharynx by way of the mucosal bridge between 
the vallecula and the wall formed by the pharyngo- 
epiglottic fold. Regional metastases are formed in 
the jugular glands. Generalization is rare. The au- 
thors state that they have seen only one case in 
which it occurred. 

Cancer of the vallecula is seldom of the columnar- 
cell type. As a rule it is a keratinized or non- 
keratinized epidermoid epithelioma. Less frequently 
it is an epidermoid epithelioma, and even less fre- 
quently a mixed or intermediate epithelioma. 

Symptoms develop at a very early stage, much 
earlier than in cancer of the base of the tongue. 
They include the sensation of a foreign body that 
cannot be expelled, itching, burning, an irritating 
cough, bloody expectoration, and homolateral otal- 
gia which is increased by swallowing. The otalgia 
is due to the sensory innervation of the gloss- 
epiglottic fossa by the superior laryngeal nerve. 
Visual examination and palpation of the region will 
reveal the tumor. Cervical adenopathy is but rarely 
an early sign. The glandular metastases are found 
at the level of the glands located below the crossing 
of the posterior belly of the digastric muscle by the 
jugular vein. 

In about a third of the cases cancer of the val- 
lecula is at first mistaken for catarrh. Syphilis, 
tuberculosis, and actinomycosis are very rare in the 
region of the vallecula, but must be borne in mind 
in the differential diagnosis. 

The prognosis of cancer of the vallecula is very 
unfavorable, all patients dying of asphyxiation or 
hunger. 

Surgical treatment is possible by the natural route 
or by lateral or median pharyngotomy. X-ray irra- 
diation, radium irradiation, and electrocoagulation 
may be used alone or in combination. The mortality 
of operation is very high. Radium irradiation fre- 
quently leads to painful ulcers, bronchopneumonia, 
or necrosis of the thyroid and epiglottic cartilages. 
According to Zuppinger, the best results are obtained 
by X-ray irradiation in fractional doses with even- 
tual removal of local rests. 

The authors report three cases. Epita S. Moore. 
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NECK 


Hellwig, C. A.: The Geographic Pathology of 
Goiter. Surg., Gynec. & Obst., 1932, lv, 35. 


Comparative studies of the morphology of goiter 
in various parts of Europe reveal a variation in the 
different regions. Similar studies have not been 
adequately made in North America. From the data 
available and from the author’s material from 
Kansas, it appears that in North America the 
geographic variations are less pronounced than in 
Europe. In North America diffuse goiter is relatively 
more prevalent than nodular goiter, congenital 
parenchymatous goiter is not seen, parenchymatous 
nodules (fetal adenomata) are infrequent, and the 
most common form of surgical goiter is of the diffuse 
and nodular colloid (macrofollicular colloid) type. 
Thyrotoxicosis accompanies goiter more frequently 
than in any other country yet studied. This is 
probably closely related to the high incidence of 
colloid goiter, which the author considers the essen- 
tial organic factor predisposing to thyrotoxicosis. 
North American goiter resembles that found in the 
level portions of Europe. 

Hellwig says that further geographical studies of 
American goiter should be made and a uniform 
nomenclature adopted. Lro M. Zimmerman, M.D. 


Hatlehol, R.: On Carbohydrate Metabolism in 
Thyrotoxicosis and Hypothyrosis. Acta med. 
Scand., 1932, \xxvii, 558. 


The ability to assimilate carbohydrates—esti- 
mated on the basis of blood-sugar curves after the 
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ingestion of 1 gm. of glucose per kilogram of body 
weight—was determined before and after thyroidec- 
tomy in the cases of seventeen patients suffering 
from thyrotoxicosis and before and after treatment 
with thyroid gland extract in the cases of seven 
patients suffering from hypothyrosis. 

The investigation showed that in thyrotoxicosis 
there may be pronounced anomalies in the carbo- 
hydrate metabolism which disappear after thy- 
roidectomy. No parallelism with the basal metabo- 
lism or the clinical symptoms could be demonstrated. 

The pathogenesis of the changes could not be 
determined, but is believed to be different from that 
of true diabetes. The fact that in some cases the 
carbohydrate metabolism remains entirely normal 
cannot be explained. 

In the statistical material which is believed to 
prove that thyrotoxicosis predisposes to diabetes, 
the diagnosis of the latter condition is based on the 
blood-sugar findings associated with glycosuria. In 
the author’s opinion, however, the criteria which 
generally serve to differentiate diabetic and non- 
diabetic glycosuria—i.e., the blood sugar in the 
fasting state and the blood-sugar curve after the 
ingestion of carbohydrates—do not have the same 
significance in thyrotoxicosis and therefore the 
statistical evidence is not conclusive. The same 
objection applies to isolated observations of cure 
of diabetes after thyroidectomy. 

With regard to hypothyrosis the author states 
that his investigation did not support the theory 
that the carbohydrate metabolism deviates from 
the normal in this condition., 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cobb, S.: Causes of Epilepsy. 


Psychiat., 1932, xxvii, 1245. 


Arch. 


Neurol. & 


Cobb has made a study of the known factors re- 
sponsible for the convulsive state. His discussion 
deals chiefly with the causes of fits in so-called idio- 
pathic epilepsy. 

Lennox and Cobb investigated the importance of 
heredity by compiling statistics regarding the par- 
ents, siblings, and children of epileptic patients. 
They found that, in a control group, 2.6 per 1,000 
suffered from epilepsy, whereas in the epileptic 
group, 21 per 1,000 cases of epilepsy occurred in near 
relatives. In the cases of a group of persons with 
traumatic head injuries who were suffering from 
epilepsy they found a familial history of epilepsy in 
14 per 1,000. They concluded that in the general 
run of epileptic patients there is an inherited taint 
about 8 times as great as in a control group of normal 
persons. These findings place heredity, as a predis- 
posing factor, in a relatively unimportant place in 
the list of causes of epilepsy, whereas formerly many 
authorities regarded heredity as the most important 
single etiological factor. 

The author discusses at length the water metabo- 
lism factor cited by Fay and McQuarrie. He rejects 
Fay’s mechanical theory of epilepsy. His own ex- 
perience indicates that restriction of fluids does not 
lower the intracranial pressure and that excessive 
drinking of fluids does not raise it. He believes that 
the beneficial effect of dehydration is due to factors 
other than a change in the pressure of the cerebro- 
spinal fluid. 

He reviews the evidence that sympathetic nerve 
control of the vessels of the brain is of importance 
in the production of the epileptic fit, and discusses 
the influence of strong emotions, anoxemia, permea- 
bility changes in the nerve cells and capillaries, and 
alkalosis. 

In conclusion he says that much research must 
still be done before the cause of fits can be deter- 
mined. R. GLEN SpuRLING, M.D. 


Bailey, P.: Histological Diagnosis of Tumors of the 
Brain. Arch. Neurol. & Psychiat., 1932, xxvii, 
1290. 

Three large groups of tumors which vary in the 
age of onset, site of origin, and biological behavior 
occur in the brain. One group, which constitutes 
about ro per cent of all gliomata, are classified as 
medulloblastomata. These tumors occur chiefly in 
the vermis of the cerebellum in children. The aver- 
age length of life of persons with such neoplasms is 
fifteen months. So far as the author is aware, no 
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one has ever succeeded in removing a medulloblas- 
toma from the cerebellum so completely that the 
symptoms did not recur within a few months. 
Bailey has been able to prolong life just as long by 
roentgen irradiation. 

Another common group of gliomata are classed 
as glioblastomata multiforme. These tumors usually 
occur in the cerebral hemispheres of adults. The 
average length of the clinical course is about twelve 
months. The symptoms often begin abruptly be- 
cause hemorrhage and thrombotic softening fre- 
quently occur in the tumor. These tumors consti- 
tute from 20 to 30 per cent of all gliomata. 

A group constituting about 30 per cent of all 
gliomata are the astrocytomata. These tumors grow 
slowly and have a tendency to undergo liquefaction 
which produces large cysts. The cysts practically 
destroy the tumors, but a small mural nodule of 
tumor always persists. If the cyst is emptied and 
the mural nodule is removed, the patient may sur- 
vive indefinitely. Astrocytomata may occur in the 
cerebellum in children and produce symptoms early. 

Smaller groups of tumors are classified as oli- 
godendrogliomata, spongioblastomata, astroblas- 
tomata, ependymomata and ependymoblastomata, 
pinealomata and pineoblastomata, ganglioneurom- 
ata, and neuro-epitheliomata. However, from 12 
to 15 per cent of the gliomata cannot be classified 
definitely in any of these groups. 

If the histological nature of the tumor is known 
before operation the operability of the neoplasm and 
the method of attack can be better determined. 
Certain clinical syndromes have been recognized 
which indicate the type of tumor fairly definitely. 
Symptoms of a cerebellar tumor in childhood almost 
invariably mean either a medulloblastoma or an 
astrocytoma. Symptoms of a tumor developing in 
the cerebral hemispheres in adult life, especially 
during middle age or later, indicate a malignant, 
rapidly growing and infiltrating glioma. 

After exposure of the tumor a knowledge of its 
histological nature may be necessary to determine 
its further removal or subsequent treatment. This 
may be gained by examination with supravital 
stains or of frozen sections. 

ROBERT ZOLLINGER, M.D. 


Marinesco, G., and Goldstein, M.: Multiple Tu- 
mors of the Nervous System (Contribution 4 
l’étude des tumeurs associées du systéme nerveux). 
Ann. d@’anat. path., 1932, ix, 457. 


Two cases of multiple tumors of the central ner- 
vous system are reported. 

The first was that of a woman of twenty-six years 
who, in 1899, after catching cold, experienced intense 
pain in the cervical region followed by a persistent 
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facial paralysis on the right side. In 1913, following 
a severe fright, she began to have pain in the nape of 
the neck, which irradiated to the occiput and head. 
In February, 1914, her limbs began to feel heavy and 
she experienced difficulty in walking and moving her 
arms. In May, she began to notice atrophy of the 
muscles of the forearms and contracture of the ex- 
tensor muscles. In July when she entered the 
hospital, she had paralysis of the upper and lower 
limbs on both sides and pain and atrophy of the 
muscles. The symptoms grew progressively worse 
and she died in June, 1916. 

Autopsy disclosed forty-seven tumors ranging in 
size from that of a pea to that of a hazelnut on the 
cerebral surface of the dura mater, and a large tumor, 
the size of a small orange, occupying the frontal pole 
of the left cerebral hemisphere. All of the tumors 
were lobulated. There were also a number of small 
tumors on the inner surface of the dura mater of the 
spinal cord and several intramedullary tumors mani- 
fested externally only by swelling of the cord. 

The histological structure of the tumors is shown 
by photomicrographs. The neoplasms were made up 
of bands of cells attached by a prolongation to the 
walls of the vessels. There were also plexuses made 
up of large numbers of newly formed nerve fibers, 
some of which traversed the tumor and others of 
which followed the vessels. In the gray substance 
nerve cells persisted in the midst of the tumor, some 
of them showing transformation into the sympathetic 
type of cell. The most remarkable finding was a 
symbiosis of the nerve fibers with the tumor cells, 
which had the appearance of peripheral nerve fibers 
undergoing neurotization. The neuroglia cells in the 
tumor showed enormous hypertrophy. Some of the 
giant astrocytes showed prolongations directed 
toward the walls of the vessels. In addition to the 
giant astrocytes there was a neuroglia reaction at the 
periphery of the tumor. The spinal ganglia showed 
rarefaction of the nerve fibers between the cells, 
atrophy of some of the cells, and the formation of 
nodules in place of the destroyed cells. In these de- 
generated zones the walls of the vessels were thick- 
ened. Along the roots there were fibromata made up 
almost exclusively of collagenous fibers, and near 
these fibromata there were fibers undergoing 
neurotization. 

The second case was that of a woman forty years 
of age whose illness began with headache. In 1o15, 
when the headache had become very severe and 
accompanied by vomiting and dizziness, a diagnosis 
of tumor of the cerebellum was made and the 
patient was given detp roentgen treatment. Her 
condition grew rapidly worse and she died in March, 
1916. Her skin was covered with small tumors 
ranging in size from that of a millet seed to that of a 
hazelnut. These tumors were not painful spontane- 
ously or on pressure. They had been present for 
fifteen years. Autopsy showed a tumor originating 
in the white matter of the left hemisphere of the 
cerebellum and extending into the gray matter. It 
was a grayish gelatinous mass made up of a very 
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rich vascular network containing many neuroglia 
cells in its meshes. Only a few atrophied Purkinje 
cells could be seen. There was also a thick mat of 
neuroglia fibers which was denser at the periphery 
than in the center of the tumor. The subarachnoid 
space was also invaded by the tumor, which formed 
a sort of diffuse glioma occupying the convolutions. 
The skin tumors contained an abundance of pigment 
and medullated and non-medullated nerve fibers. 
AupREY Goss MorcGan, M.D. 


Roussy, G., and Oberling, C.: Histological Classi- 
fication of Tumors of the Central Nervous 
System. Arch. Neurol. & Psychiat., 1932, xxvii, 
1281. 

The authors studied 251 tumors of the central 
nervous system in an attempt to simplify the 
classification for use by neurologists. They con- 
sidered both the clinical and the anatomical factors 
involved. They recognize 5 large groups of tumors. 
They designate as gliomata the tumors formed by 
the interstitial neuroglia; as ependymochoroid 
tumors, the neoplasms constituted by the ependyma 
or the covering of the choroid plexus; and as 
ganglioneuromata the tumors due to the prolifera- 
tion of ganglionic cells or neurons. The more em- 
bryonal type of tumors formed essentially of neuro- 
blasts and spongioblasts they call neurospongiomata, 
and those reproducing the structure of nerve tissue 
in an earlier stage of development they classify as 
neuro-epitheliomata. 

According to the nature of the predominant cells, 
the gliomata are divided into astrocytomata, 
oligodendrocytomata, and _ glioblastomata. The 
ependymochoroid tumors are discussed with the 
ependymal and choroid tumors. Ependymal tumors 
are classed as ependymomata. These are further 
subdivided into ependymocytomata, composed of 
cubical cells without fibrillar prolongations; ependy- 
moblastomata, composed of ependymal cells with 
fibrillar prolongations; and ependymogliomata, in 
which there is a proliferation consisting of ependymal 
and astrocyte elements. 

Choroid tumors are most often papillomata, but 
an epithelioma of the choroid was found in 3 cases. 

Of the 251 tumors studied, 178 were classified as 
gliomata and 26 as ependymomata. The large 
number of ependymal tumors found was explained 
by the fact that a considerable number of the 
neoplasms studied were intraspinal. Ependymata 
are apparently more common in the spinal cord than 
in the brain. Rospert ZOLLINGER, M.D. 


Peiper: Compression of the Brain and Decompres- 
sion in Cases of Brain Tumor (Hirndruck und 
Entlastung bei Hirngeschwuelsten). 56 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1932. 


Those taking up brain surgery will have discourag- 
ing results during the first few years, as was the case 
in Schmieden’s clinic, but the results will gradually 
improve if attention is paid to certain factors such, 
especially, as the conditions of brain compression. 
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Within the rigid capsule of the brain, brain com- 
pression does not advance uniformly. Any crowding 
process will press upon and squeeze blood and fluid 
from the adjacent parts of the brain first. This leads 
to diminution of the normal brain function with 
paralysis and degeneration in the immediate vicinity 
and later to a lability of the entire brain. The rigid 
falx and the tentorium form a barrier opposing even 
distribution of the pressure. A further division is 
caused by the cranial fosse. Between the cerebrum 
and the cerebellum there is a narrow space, the 
incisura tentorii, for the brain stem. When the parts 
of the brain become crowded they are displaced in 
the direction of least resistance, the hemispheres 
being displaced toward the incisura tentorii and the 
cerebellum toward the foramen magnum. Asa result 
there is compression of the medulla oblongata which 
may threaten respiration and therefore life itself. 
This mechanical endangering of the vital centers is 
too little considered in tumor operations. 

All measures which still further increase pressure 
on the brain must be carried out long enough before 
the operation for their effects to subside before the 
operation is begun. After ventriculography, opera- 
tion should be delayed at least eight days except in 


cases of internal hydrocephalus from tumor, in' 


which condition it should be performed immediately. 
Irradiations also increase the brain pressure and 
lead to greater hemorrhage at operation. In general, 
the author is opposed to irradiation of the closed 
skull. 

Reduction of the pressure on the brain, especially 
before opening of the dura, is of the utmost impor- 
tance for the successful outcome of an operation for 
brain tumor (danger of prolapse of the brain, sudden 
change in the pressure when the dura is opened). 
The simplest method of reducing the pressure is 
lumbar puncture either just before or during the 
operation. However, this procedure favors prolapse 
of the cerebellum into the foramen magnum. The 
author has seen good results from its use after opera- 
tion in cases of marked increase of pressure on the 
brain following the extirpation of a meningioma, but 
he warns against performing it if the extirpation of 
the tumor is not complete. He believes that, as a 
measure for relieving pressure before operation, it 
should be abandoned. He regards ventricular punc- 
ture as the method of choice. Whenever possible, 
the operator should determine the change in the 
position of the lateral ventricle by ventriculography. 
Peiper shows by roentgenograms the changes pro- 
duced in this ventricle by tumors of the frontal, 
temporal, and occipital lobes. Such roentgenograms 
show how best to carry out the puncture in a given 
case. 

For the cases in which ventriculography cannot be 
carried out, preliminary subtemporal decompression 
is recommended. Peiper performs this on the right 
side eight days before the main operation. Fre- 
quently it will render trephination unnecessary. The 
latter should be avoided whenever possible, espe- 
cially on the left side. 
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Although our endeavor must be to locate the 
tumor and attack it surgically, subtemporal and 
suboccipital decompressions are very effective as 
palliative procedures, the subtemporal procedure 
especially in cases of cerebral tumor and the sub- 
occipital procedure in cases of subtentorial tumor. 
However, even in the latter a subtemporal valve may 
bring about retrogression of all phenomena of brain 
compression which may last for years. In spite of 
unfavorable experiences, the author prefers the sub- 
temporal procedure. Especially in the cases of 
comatose patients, he is extremely loath to do a sub- 
occipital compression. He has been willing to per- 
form large skull resections over the occipital or 
parietal brain or over the vertex only when an in- 
operable tumor has been present at exactly these 
sites. 

All decompression measures are incalculable in 
their effects as the displacement of important parts 
of the brain may bring about very threatening con- 
ditions. Among other measures to reduce brain 
compression which should be considered are intra- 
venous injections of hypertonic solutions, especially 
a 50 per cent solution of dextrose. This dehydration 
procedure the author employs in the pre-operative 
and postoperative treatment of all cases of brain 
compression as it reduces the danger of surgical 
shock and of postoperative increase of brain pressure. 

In the discussion of this report GULEKE (Jena) 
stated that trephination over the tumor is the best 
type of trephination for decompression. In cases of 
tumor of the cerebrum it is not wise to perform a de- 
compression trephination over the posterior cranial 
fossa. 

CAPELLE (Berlin) recommended decompression by 
drainage of the lateral ventricle by a temporal 
approach. For the relief of brain compression under 
a healing decompression trephination he recom- 
mended the use of a probe knife to slit the dura. 

BAvER (Goettingen) discussed the decompression 
required by brain compression in cases of tower skull. 
He stated that 14 per cent of the inmates of German 
institutions for the blind became blind as the con- 
sequence of tower skull. In this condition total cir- 
cular craniotomy has proved of value. The entire 
upper calvaria is divided circularly and an opening 
from 1 to 1.5 cm. wide is made. In one case Bauer 
reduced the pressure in this way from 625 to 150-175. 

STETTINER (Z). 


Peet, M. M.; and Kahn, E. A.: Subdural Hema- 
toma in Infants. J. Am. M. Ass., 1932, xcviii, 
1851. 


The authors report nine cases of subdural hema- 
toma occurring in infants and discuss the differential 
diagnosis between this condition and idiopathic 
hydrocephalus. 

In the cases reported the first recognized sign of 
the condition was gradual enlargement of the head. 
As a rule this was accompanied by convulsions. It 
was seldom observed before the age of four months. 
The authors emphasize the fact that although the 
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head suggested hydrocephalus the facial expression 
was usually bright and not apathetic as in idiopathic 
hydrocephalus. Percussion over the parietal region 
produced a dull note, whereas in hydrocephalus the 
note is tympanitic. The ocular fundi may show 
retinal hemorrhages and various degrees of optic 
atrophy. Occasionally, papillcedema is present. 

The diagnosis was established by puncture of the 
fontanel. In cases of hydrocephalus the ventricle is 
usually entered at a depth of from 1 to 2 cm. and 
colorless ventricular fluid is easily obtained. In cases 
of subdural hematoma the fluid appears just after - 
the click of piercing the membranous fontanel is 
heard. It varies from a slightly straw-colored fluid 
to almost pure blood, and gushes from the needle 
with each cry. This fluid must be differentiated 
from subarachnoid fluid which is sometimes in- 
creased in cortical atrophy and is slightly colored 
by the bleeding caused by the trauma of the 
puncture. 

Trauma is considered to be the most important 
etiological factor, but the condition may be favored 
by malnutrition. 

The hemorrhage into the subdural space probably 
arises from injury to the superior cerebral veins 
which run from the cortex to the dura or longitudinal 
sinus. Organization occurs along the inner dural 
surface of the original hemorrhage with the forma- 
tion of very thin-walled vessels. From these thin- 


walled vessels there is a continuous transudation 
producing xanthochromatic fluid. Perhaps the in- 
creased intracranial pressure compresses the menin- 
geal veins, augmenting the transudation through 
passive congestion. 


The thin-walled vessels may 
rupture and produce lamination of the membrane. 

The outer membrane may be so thin as to be 
scarcely visible on the inner surface of the dura. 
The authors believe that it is only in this type of 
case that spontaneous recovery or recovery after 
repeated punctures of the fontanels may be possible. 

The possibility of the spontaneous regression of a 
subdural hematoma might be determined by exam- 
ining the membranes through a trephine opening. 
When the membrane is thin, conservative treatment 
may be tried. However, the thickness of the mem- 
brane does not determine the amount of fluid present 
or its rapidity of formation. If the hematoma is 
bilateral the authors tap the side opposite the side to 
be operated upon. This prevents subsequent push- 
ing over of the brain with pressure on the brain stem 
by the fluid on the unoperated side after operation, 
when the intracranial pressure approaches normal. 
A moderate sized osteoplastic flap is then turned 
down over the frontoparietal region and the dura 
opened with the base toward the occipital region. 
The blue-black gelatinous membrane is removed 
without an attempt to go far beneath the dural 
incision. The underlying transparent or milky 
white membrane covering the depressed brain is 
removed from the arachnoid. The dura is then 
closed and the bone flap replaced without making a 
decompression. 
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The authors believe that operation is justified in 
cases of subdural hematoma in spite of its high 
mortality. RoBErtT ZOLLINGER, M.D. 


Wiele, G.: The Clinical Picture of Pituitary Dis- 
turbances on the Basis of an Erdheim Tumor 
of the Pituitary Gland (Zur Klinik von Hypo- 
physenstoerungen an Hand eines Erdheimschen 
Hypophysentumors). Klin. Wchnschr., 1932, i, 66. 


In the case of a woman thirty-two years of age an 
Erdheim tumor of the craniopharyngeal canal was 
demonstrated roentgenologically by a shadow due 
to calcification above the normally formed sella 
turcica. The pressure of the tumor upon the anterior 
and the posterior lobe of the pituitary gland, the 
midbrain, and the chiasm caused hypogenitalism, 
loss of axillary and pubic hair, amenorrhoea, marked 
deposits of fat on the hips and breasts, diabetes 
insipidus, somnolence, temporal atrophy of the 
optic nerve with homonymous color weakness on the 
right side, and a paracentral temporal color sco- 
toma. 

Following roentgen irradiation of the pituitary 
gland, vision again became normal, the patient felt 
well, her appetite improved (with the regular use of 
praephyson), and her weight decreased. However 
the shadow due to calcification which was seen in 
the roentgenogram remained unchanged. The epi- 
physeal lines in the forearm, which were open pre- 
vious to the treatment, became closed. Following 
the injection of extract of the posterior lobe of the 
pituitary gland (physormon) the diabetes insipidus 
promptly receded. Macuus (0). 


Cushing, H.: The Surgical Mortality Percentages 
Pertaining to a Series of 2,000 Verified Intra- 
cranial Tumors: Standards of Computation. 
Arch. Neurol. & Psychiat., 1932, xxvii, 1273. 


The author gives the rules he has laid down for 
himself in the calculation of mortality statistics. He 
counts as a postoperative fatality every death in the 
hospital following an operation from any cause what- 
soever, no matter how long the survival. He next 
defines what he considers an operation. Minor 
procedures performed for diagnostic purposes or 
purposes not directly related to the intracranial 
lesion are not considered operations. The stages of 
operations and secondary operations which are some- 
times necessary are considered operations. He be- 
lieves that an operation begins with the incision of 
the skin. Therefore death occurring immediately 
after the incision and before any possible damage 
could have been done is recorded by him as a post- 
operative fatality. 

He then gives figures showing the gradual de- 
crease in the mortality which has occurred in the 
thirty years of his enormous neurosurgical practice. 

The principal factors responsible for the lowering 
of the mortality in intracranial surgery are sum- 
marized as follows: 

1. The generally accepted methods of decom- 
pression to relieve tension. 
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2. Wound healing such that secondary infections 
are practically unknown. 

3. Separate closure of the galea by buried fine 
black silk sutures, which has resulted in disappear- 
ance of the once dreaded fungus cerebri. 

4. The introduction by De Martel of local anes- 
thesia to take the place of ether inhalation anesthe- 
sia. When necessary, this is now supplemented by 
the rectal administration of tribromethanol. 

5. The more precise tumor localization in obscure 
cases which has been rendered possible by Dandy’s 
ventriculography. 

6. The use of a motor-driven suction apparatus, 
which is an indispensable adjunct to every intracranial 
operation. 

7. The successive improvements in methods of 
obtaining hemostasis which, since 1927, have been 
most advantageously supplemented by the intro- 
duction of electrosurgical devices. 

In conclusion the author states that mortality 
statistics are often as much influenced by pre- 
operative and postoperative care as by the operation 
itself. Eric OLpBERG, M.D. 


Royle, N. D.: Alteration of the Circulation of the 
Brain by Surgical Means in Diseases of the 
Central Nervous System. Brit. M. J., 1932, i, 
1063. 


On the basis of studies made of experimental ani- 
mals which exhibited alterations of muscle tone on 
the contralateral side and alterations in cerebral cir- 
culation on the ipsilateral side following section of 
the thoracic sympathetic trunk, the author states 
that the actual and possible applications of alter- 
ation of the circulation of the brain by such an 
operation on the sympathetic nervous system are 
many and varied. In clinical cases the operation 
consists in resection of the first thoracic sympathetic 
ganglion. 

The main effect of such an operation is reported 
to be a diminution of tonus in the contralateral 
extremities due to alteration of the cerebral circu- 
lation on the side operated upon. This effects a loss 
of rigidity on the contralateral side which becomes 
more pronounced with the passage of time after the 
operation. It is less noticeable in parkinsonian 
rigidity than in congenital spastic hemiplegia and 
congenital spastic paraplegia, conditions in which 
the initial changes are in the cerebral circulation. 

Royle reports the results of sympathectomy also 
in cases of trigeminal neuralgia, retinitis pigmen- 
tosa, Raynaud’s disease, encephalitis lethargica, 
congenital mental deficiency, deafness, headache, 
and epilepsy. HALE Haven, M.D. 


Harris, W.: The Treatment of Trigeminal Neural- 
gia. Brit. M. J., 1932, ii, 87. 


The author has had twenty-two years’ experience 
with the injection treatment of trigeminal neuralgia. 
He prefers this treatment to open operation on the 
gasserian ganglion because it is not associated with 
risk to life, it is not followed by complications such 
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as hemiplegia, aphasia, and mental disorders which 
may develop after an open operation on the gas- 
serian ganglion, and it saves the patient time and 
expense. 

With his technique, which he describes in detail, 
he is able to inject the gasserian ganglion so as to 
produce permanent anesthesia in any of the branches 
of the trigeminal nerve. He makes the injection 
under light morphine-scopolamine or local novocain 
anesthesia, according to the wishes of the patient. 
Of the hundreds of patients he has treated in the 
manner described, many have now been free from 
pain for a number of years and may be considered 
permanently cured. Davip J. Impastato, M.D. 


Courville, C. B.: Applied Anatomy of the Eighth 
Nerve and Its Environs, the Cerebellopontine 
Angle. Laryngoscope, 1932, xlii, 415. 

Evans, N., and Courville, C. B.: Pathological 
Conditions Involving the Eighth Nerve and 
the Cerebellopontine Angle. Laryngoscope, 1932, 
xlii, 432. 

Adelatein’ L. J.: The Pathological Anatomy of Its 
Neoplasms. Laryngoscope, 1932, xlii, 456. 

Hall, E. M.: The Histopathology of the Eighth 
Nerve. Laryngoscope, 1932, xlii, 462. 

Ingham, S. D. Symptomatology from the Stand- 
point of Neurology. Laryngoscope, 1932, xlii, 482. 

Lewis, E. R.: Vestibular Symptomatology. Laryn- 
goscope, 1932, xlii, 485. 

Rand, C. W. Eighth Nerve Symptomatology from 
the Standpoint of Neurosurgery. Laryngoscope, 
1932, xlii, 491. 

CouRVILLE considers the applied anatomy of the 
eighth nerve from the developmental, the anatomi- 
cal, and the histological aspects. He states that the 
difference in the extent of the glial part of its two 
portions is explained on an embryological basis and 
is thought possibly to account for the occurrence of 
tumors of the eighth nerve. The peculiar structure of 
the nerve and the variability of the related tissues 
explain the wide variety of the neoplasms occurring 
in the cerebellopontine angle. The soft texture of the 
central portion and the crossing of its constituent 
fibers account for its frequent damage in cranio- 
cerebral injuries and its susceptibility to injury and 
distortion by local newgrowths. Courville briefly re- 
views the essential histological and anatomical 
aspects of the nerve and discusses the anatomical 
limits of the region commonly known as the ‘“‘cere- 
bellopontine angle.”’ 

Evans and CourvILLf, in the second article in 
this symposium, consider briefly the typical lesions 
in the cerebellopontine angle which involve the 
eighth nerve either primarily or secondarily. The 
grosser pathology of such lesions is described, and 
the suspected mechanism of their formation is 
discussed. The lesions considered include traumatic 
conditions, vascular conditions, infectious lesions, 
and newgrowths. Histological descriptions and the 
pathological physiology of the lesions are reserved by 
the authors for future articles. 

ADELSTEIN discusses the gross pathological anat- 
omy of neoplastic diseases of the nerve and the 
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physiological disturbances induced by such lesions. 
He emphasizes the diagnostic importance of dilata- 
tion of the internal meatus shown by X-ray exam- 
ination. In their fresh state, the tumors are a 
typical yellowish-gray. Their relationship to the 
meninges, other cranial nerves, and the brain is 
discussed. Adelstein emphasizes the importance of 
early diagnosis. He considers it the duty of the 
otologist to see that patients with tinnitus and deaf- 
ness receive a thorough examination at once to 
determine whether a tumor of the nervus acusticus 
is present or not. 

Hatt discusses briefly the effect of nicotin on the 
eighth nerve. He states that in acute infectious 
lesions in the cerebellopontine angle no characteristic 
histological changes are to be found, but purulent 
exudates tend to accumulate in large amounts in this 
area. He emphasizes that infectious material from 
the middle ear may pass by way of the lymphatics in 
the sheath of the eighth nerve to the brain, producing 
meningitis or a brain abscess. He reports two cases 
of osteomyelitis of the petrous portion of the tem- 
poral bone following middle ear disease. In discuss- 
ing the relation of infectious granulomata to the 
eighth nerve he states that tuberculosis in the region 
of that nerve presents the same histological picture 
as tuberculosis elsewhere. He calls attention to the 
fact that as tuberculomata have a tendency to be- 
come multiple, the syndrome produced by them may 
be confused by the presence of tuberculous tumors in 
parts of the brain other than the cerebellopontine 
angle. 

Luetic affections of the cerebellopontine angle 
are usually a part of a more or less diffuse gumma- 


tous meningitis which in a large percentage of cases 
results in impairment of the eighth nerve. Gummata 
of the eighth nerve may occur. Hall briefly discusses 
the pathological changes in the labyrinth and audi- 


tory nerves in congenital lues and in tabes. Follow- 
ing the report of a case of coccidioidal granuloma 
producing granulomatous nodules localized in the 
cerebellopontine angle, he describes in detail the 
histological findings in six neurofibromata of the 
eighth nerve to show the variation in these tumors. 
Other tumors of this region described by him are a 
meningioma of the ppsammoma type, a cholesteatoma, 
an ependymoblastoma, and an epithelial tumor of 
unusual type. 

INGHAM reviews the symptoms of lesions of the 
eighth nerve in their relation to the history and the 
findings of examination. He considers tumors of the 
cerebellopontine angle a typical example of intra- 
cranial lesions involving'the eighth nerve, giving rise 
to symptoms of irritation and destruction of both 
the vestibular and auditory divisions of the nerve, 
symptoms of involvement of the brain stem and 
cerebellum, and evidences of increased intracranial 
pressure. However, he calls attention to the fact that 
symptoms due to irritation of the vestibular nerve 
may be simulated by other conditions. 

Lewis discusses the vestibular symptoms due to 
qualitative and quantitative abnormal functioning 
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of the vestibular mechanism under different condi- 
tions and describes the various normal reactions to 
be expected from afferent vestibular impulses. The 
abnormalities include end-organ lesions, lesions at 
one or more points along the pathway, and lesions of 
the cerebral hemisphere or cortex. The lesion itself 
ranges from local or remote irritation or blocking of 
varying degree of recoverability to irrecoverable 
destruction, and from a single lesion to multiple 
lesions. It may be irritative, blocking, or destruc- 
tive. The vestibular afferent impulses, in common 
with other afferent impulses, take part in tono- 
genesis. Lewis believes that diagnoses based upon 
careful analyses of sufficiently verified findings in 
vestibular function tests may be relied upon con- 
fidently,’ especially if they are supported by the 
history and the findings of the general physical 
examination and laboratory tests. 

RAND discusses especially the surgery of tumors of 
the acoustic nerve. He reports in detail a case of 
acoustic neuroma and describes the typical and 
atypical symptoms of such tumors. In reviewing the 
various operative procedures advocated, he dis- 
cusses the controversy as to whether partial or com- 
plete removal of the tumor should be attempted. 
Partial removal is favored by marked postoperative 
improvement over a period of years and by the 
favorable results which are obtained by secondary 
removal if this becomes necessary, but Rand be- 
lieves the course to be followed should be determined 
by the findings in the particular case. He cautions 
against the use of spinal puncture as a diagnostic aid 
because the diagnosis may usually be made on the 
basis of the clinical syndrome. 

Hate Haven, M.D. 


De Klejn, A., and Gray, A. A.: A Case of Acusticus 
Tumor in Which Both Auditory Nerves Were 
Involved by Separate Growths. Proc. Roy. Soc. 
Med., Lond., 1932, xxv, 1273. 

The authors describe briefly the clinical course of 
a case of von Recklinghausen’s disease and bilateral 
deafness in which death occurred twelve years after 
the onset of the ear symptoms and bilateral acoustic 
nerve tumors were found at autopsy. They call spe- 
cial attention to the following three unusual fea- 
tures of the case: 

1. The tumor on the left penetrated the labyrinth 
and appeared in the middle ear through the round 
window. 

2. There was a deposit of newly formed bone in 
the cochlear cavities in the left ear. The authors 
believe that this was the result of a disturbance of 
the nerve supply of the labyrinth, which probably 
explains also the formation of a similar deposit in 
cases of otosclerosis. 

3. On the right side, in the apical whorl, the 
superficial portion of the stria vascularis appeared to 
have been loosened from the underlying portion by 
the accumulation of fluid underneath, a condition 
which the authors had noted in the cochlea of deaf- 
mutes. Leo M. Daviporr, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Juzelevski, A.: Endomyelography for the Demon- 
stration of Syringomyelic Cavities (Die Endo- 
myelographie fuer die Darstellung der syringo- 
myelischen Hoehlen). Sovjet. Chir., 1931, i, 238. 

The author undertook the puncture of syringo- 
myelic cavities in eleven cases. In nine he obtained 
cerebrospinal fluid. In two of six in which the 
roentgen plate showed the lipiodol in the lower 
pockets of the dura mater, he was convinced at 
operation that the cavity was situated at a site 
where the lipiodol had not penetrated. In two 
others, however, he found at operation that the 
lipiodol was in the cavity of the spinal cord. 

He states that no neurological examination can 
reveal the extent of the cavity. However, this can 
be determined by endomyelography by percutaneous 
puncture which was first carried out by Jirasek and 
Vitek. This puncture, which has produced no ill 
effects when performed by these operators and by 
the author, may become of definite diagnostic and 
prognostic importance. It is of great value in estab- 
lishing the indication for operation as well as in 
localizing the site for intervention. 

HERMANN REINBERG (Z). 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Seventh Installment. Am. J.Surg., 1932, 
XVll, 137. 


In the seventh installment of their monograph on 


peripheral nerve injuries, Pollock and Davis confine 
themselves to a consideration of the median nerve. 
In war practice, lesions of the median nerve were 
second in number to lesions of the radial nerve. In 
contrast to the radial nerve, partial motor paralysis 
is often seen in incomplete lesions of the median 


nerve. The median nerve is also remakable for the 
frequency with which its injuries are painful. 

The authors describe in detail the motor symp- 
toms of complete and partial nerve lesions, review 
the supplementary movements which may confuse 
the motor signs in median nerve palsy, and discuss 
the mechanism of production of the latter. They de- 
scribe the sensory symptoms and findings in lesions 
of this nerve and describe and show by illustrations 
the isolated supply of the median nerve and the area 
of residual sensation. 

The vasomotor symptoms subsequent to injury of 
the median nerve vary. The skin of the palm is often 
discolored, purplish, cyanosed, cold, or red. The 
skin is dry and chapped, and at times keratotic. The 
authors have noted ridging and hypertrophy of the 
nail beds even when vascular damage was not present. 

In partial lesions of the median nerve flexion of the 
index finger and opposition of the thumb are the 
movements most commonly defective. In partial 
lesions, sensation is rarely lost completely, and in a 
large proportion of partial or recovering lesions sen- 
sory regeneration is present when motor phenomena 


give no indication of regeneration. In recovering 
lesions the pronator and palmar muscles are first to 
regain functional activity and the flexor of the index 
and opponens pollicis are among the last. 

In civil life, a differential diagnosis is necessary 
when paresis and atrophy of the muscles supplied 
by the median nerve may be the result of cervical 
ribs, syringomyelia, or other disease of the anterior 
gray matter of the cord. Hysterical paralysis and 
“congealed” hands must also be differentiated. The 
authors discuss the differential diagnosis of these 
lesions in detail. 

Following a review of the anatomy and physiology 
of the median nerve, the relations of the nerve which 
are of surgical importance are discussed and the in- 
cisions and methods of exposing the nerve at various 
levels along its course are described and illustrated. 
Also described are methods of transposition to over- 
come continuity defects and obtain the preferred 
end-to-end suture. 

The treatment of causalgia is considered because 
of its frequency in median nerve lesions. All of the 
previously advocated treatments are reviewed and 
the conclusion is drawn that as long as the patho- 
genesis of the condition remains obscure no one sur- 
gical procedure may be recommended as the only 
completely successful method of treatment. Resec- 
tion and suture of the nerve trunk above the lesion 
as advocated by Weir Mitchell seems to the authors 
at present to be the most efficient treatment. 

Hate Haven, M.D. 


Penfield, W.: Tumors of the Sheaths of the Nervous 
System. Arch. Neurol. & Psychiat., 1932, xxvii, 
1208. 

Penfield first discusses fibroblastic tumors arising 
from the meninges which he calls ‘‘meningeal fibro- 
blastomata.”” These tumors were formerly known 
as “psammomata,” “dural endotheliomata,” and 
‘dural sarcomata,” terms which have been generally 
discarded. Penfield objects to Cushing’s term 
““meningiomata”’ because it does not indicate the 
histological structure of the neoplasms. He prefers 
the use of the term ‘meningeal fibroblastomata”’ 
also to division of the neoplasms into mesenchymal, 
meningotheliomatous, fibroblastic, psammomatous, 
and astroblastic meningiomata as suggested by 
Bailey and Bucy. He states that, if desired, the 
term “meningeal fibroblastoma”’ may be qualified 
by such words as “‘little differentiated” or “psam- 
momatous”’ according to the degree of differentia- 
tion of the neoplasm. 

With regard to the tumors designated as ‘“‘neuri- 
nomata,”’ “schwannomata,” ‘solitary neurofibro- 
mata,” and “cerebellopontine angle tumors,” he 
states that these neoplasms arise from the connective 
tissue cells of the perineurium or endoneurium. He 
therefore urges that they be called “perineurial 
fibroblastomata.” 

Rarely, tumors arising from the cells of Schwann 
or their precursors are seen in association with 
peripheral nerves. Such tumors resemble undif- 





SURGERY OF THE 


ferentiated gliomata and, according to the author 
should be called a “‘neuro-epitheliomata.” Penfield 
reports a case of tumor of this type which arose from 
the ulnar nerve. The neoplasm showed rosettes of 
large undifferentiated cells with numerous mitotic 
figures in a coarse collagen stroma. It formed 
metastases and after ten months caused death. 

In conclusion Penfield calls attention to the dif- 
ferentiation between perineurial fibroblastomata 
and the neurofibromata associated with von Reck- 
linghausen’s disease. In the latter, fibers of the 
parent nerve are characteristically present within 
the tumor, whereas in the perineurial fibroblasto- 
mata the fibers of the parent nerve are found on the 
capsule and not within the tumor substance. 

Lro M. Davwworr, M.D. 


Bigler, J. A., and Hoyne, A.: Ganglioneuroma. 
The Report of Two Cases, with a Review of the 
Literature. Am. J. Dis. Child., 1932, xliii, 1552. 


The authors report two cases of ganglioneuroma 
occurring in children. 

The first case was that of a white boy five years 
of age who had an encapsulated tumor mass measur- 
ing 7 by 6.8 by 2.5 cm. at the level of the first two 
thoracic vertebrz on the right side of the mediasti- 
num and a similar mass measuring 4 by 3 by 1.3 cm. 
under the right clavicle. No connection of either 


mass with a nerve or ganglion was found. 

The second case was that of a colored boy four 
and a half years old who had a tumor mass meas- 
uring 7 by 5.5 by 4 cm. at the upper pole of the 
right kidney. The mass was distinctly encapsulated 
and definitely not a part of the kidney. There were 


no changes in the suprarenals, renal pelves, or 
ureters. 

In both cases the tumor masses had islands of 
ganglion cells interspersed with non-medullated 
nerve fibers and a supporting structure of connective 
tissue and blood vessels. One tumor studied in 
detail showed cells resembling microglia in the 
interstitial spaces about the ganglion cells. 
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The authors review and tabulate all of the 
ganglioneuromata that they were able to find re- 
ported in the literature. They group 86 of the 
neoplasms as simple ganglioneuromata and 11 as 
intermediate tumors. 

They are of the opinion that operation is the only 
treatment that will cure. 

Roentgen therapy has no apparent effect. A re- 
view of the literature tends to show that in oper- 
able cases the prognosis is good even though there 
is microscopic evidence of undifferentiated cells. 

HALE Haven, M.D. 


MISCELLANEOUS 


Milles, G., and Hurwitz, P.: The Effect of Hyper- 
tonic Solutions on the Cerebrospinal Fluid 
Pressure, with Special Reference to Secondary 
Rise and Toxicity. Arch. Surg., 1932, xxiv, 591. 


In a study of the cerebrospinal fluid pressure in a 
man and a number of dogs following the intravenous 
injection of hypertonic solutions, the authors found 
that the reduction of pressure produced by single 
doses of a hypertonic saline or dextrose solution was 
transient. There was a drop in the pressure during 
the first hour and then a rise or secondary return to 
normal consuming two hours, the entire period of 
effectiveness being almost three hours. There was 
then a period in which the pressure rose definitely 
above normal. The injection of sodium chloride 
solutions had a greater action in reducing the pres- 
sure and was followed by a greater reaction in the 
secondary rise. High concentrations of sodium 
chloride were found to be definitely toxic. Their toxic 
effect accounts for the occasional primary rise in the 
cerebrospinal fluid pressure associated with a drop in 
the blood pressure which occurs immediately after 
the injection of hypertonic salt solutions. 

The authors believe it probable that recurrent 
pressure symptoms and the occasional deaths re- 
ported are due to the secondary rise in the cere- 
brospinal fluid pressure. Epwarp Zouutncer, M.D. 











CHEST WALL AND BREAST 


Borchardt, M., and Jaffé, R.: The So-Called Cystic 
Breast (Die sogenannte Cystenmamma). Zentralbl. 
f. Chir., 1932, p. 673. 

Borchardt states that by the term “cystic breast” 
he refers only to cystic breast of the Reclus type. 
Macroscopic examination in this disease reveals a 
diffuse distribution of cysts varying in size from that 
of a pinhead to that of a plum. Occasionally the 
condition is confined to one sector of the breast, but 
frequently it is bilateral. Some consider the primary 
and most important lesion to be the proliferation 
of the connective tissue, while others believe it to 
be the proliferation of the epithelium. Borchardt 
differentiates the involution cysts of mastopathia 
cystica dysplastica from cystic breast of the Reclus 
type. Mastopathia cystica dysplastica occurs also 
in youth. The most important question is the rela- 
tion of this disease to cancer. The apparently high 
incidence of cancerous degeneration in mastopathia 
is explained by the fact that only cases with evident 
or suspected cancerous degeneration come to opera- 
tion and therefore to microscopic examination. 

To determine if, and how often, anatomico- 
pathological changes of the Reclus type occur in 
women over forty vears of age who present no clinical 
evidences of disease, Borchardt and Jaffé made a 
study of 200 breast glands from 100 such women. 
They found that in all portions of the glandular 
tissue and the excretory duct system 2 types of cysts 
may occur—one with low flat epithelium and smooth 
walls and the other with high columnar epithelium. 
Proliferations of the glandular epithelium occurred 
in both types, but were especially frequent in the 
cysts with high epithelial cells. Cysts of the latter 
type were found in one breast of 65 per cent of the 
women and in both breasts of 30 per cent. Formerly 
they were suspected to be cancerous, especially when 
proliferations were found within them. The authors 
have come to the conclusion that the cystic breast 
is the result of a hormonal disturbance of the men- 
strual cycle of the breast and not, as was formerly 
believed, the result of stasis of secretion, inflamma- 
tion, malformation, or tumor. 

As the normal menstrual cycle of the breast has 
its parallel in the menstrual changes in the uterine 
mucosa, the well-known pathological changes in the 
uterine mucosa—such as hyperplasia and cyst forma 
tion, which are also due to abnormal hormonal 
stimulation—must be considered as corresponding 
to cyst formation in the breast. The authors con- 
clude that these cyst formations are not always pre- 
cancerous as they found such cysts in the breasts 
of women seventy and eighty years of age. They 
believe that the diagnosis of cancer is warranted 
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by cyst formation and intracystic proliferation only 
when definite signs of malignant growth, such as 
atypical cells, mitoses, and infiltrating growth, are 
observed. 

If we accept the dictum of Klose that mastopathia 
cystica always leads to carcinoma within from twelve 
to eighteen months, 93 per cent of women over forty 
years of age should have a unilateral breast amputa- 
tion and 30 per cent a bilateral breast amputation. 
However, it has been proved that mastopathia 
cystica is much more frequent than was hitherto 
supposed and may occur in very early life. It 
progresses slowly, it may become arrested at any 
stage, and it may persist until death without be- 
coming cancerous. Askanazy differentiated between 
a latent and an active stage of the disease. 

Therefore, in the cases of young women, Borchardt 
proceeds conservatively. He punctures large cysts 
and sometimes excises well-localized involvement. 
In the cases of women over forty-five years of age 
he amputates and cleans out the axillary glands if 
the involvement is extensive. 

In the discussion of this report, PRIBRAM stated 
that cystic degeneration is nothing more than an 
exaggeration of the physiological process of acini 
formation in which the lumina of the acini become 
progressively larger. In addition, all of the stages 
of mammary gland and menstrual changes are seen. 
Pribram spoke of a “degeneration,” but used this 
term differently than other pathologists. He stated 
that as cystic degeneration and carcinoma are both 
found frequently in the breast, it is not surprising 
that they are often associated with each other, but 
this fact does not prove that cancer is more common 
in the cystic breast than in the non-cystic breast. 
In his opinion, the bleeding from the nipple has 
no relation to cancer formation. He stated that this 
bleeding comes from a cysto-epithelioma near the 
nipple which is relatively benign as it rarely causes 
metastases and very seldom recurs after extirpation. 
For both the cystic breast and the cysto-epithelioma 
he recommended removal of the glandular portion 
of the breast with preservation of the fatty portion. 

MveEusaM stated that in the cases of young women 
he frequently removes isolated painful nodules of 
the breast. Occasionally in such cases he finds only 
a harmless fibroma, but in some of them he dis- 
covers a cystic condition of the breast. In the cases 
of older women he amputates the breast. In the 
absence of malignancy he does not clean out the 
axilla, but if the tumor proves to be cancerous, 
he cleans out the axilla from two to three days later. 

In conclusion BorcHARDT condemned partial 
amputation of the breast and demanded radical 
operation with cleaning out of the axilla in the cases 
of elderly women. 














JAFFE objected to Pribram’s use of the term 
“degeneration.” He objected also to the word 
“precancerous” as changes which can be demon- 
strated histologically to be precancerous occur only 
in the skin. In other organs pathologists are unable 
to determine precancerous changes. 

A. ROSENBURG (Z). 


Dawson, E. K.: Sweat-Gland Carcinoma of the 
Breast. Edinburgh M.J., 1932, XXxix, 409. 

A striking histological feature noted in sections of 
cystic breast material is the glandular tissue lined by 
large eosinophile cells. The cells are always larger 
than those of ordinary mammary epithelium. Under 
low power magnification the cytoplasm looks clearer, 
and the eosinophile staining gives it a paler appear- 
ance. This lining membrane is referred to as “‘pale 
epithelium” or ‘‘epithelium of sweat-gland type.” 
In all cases this pale epithelium in the breast lines a 
definitely cystic structure. Even the smallest pale 
structures are always larger than normal mammary 
acini. 

The author bases his conclusions on the examina- 
tion of 1,200 large breast sections and numerous small- 
er sections from more than 600 cases of tumor and 
other conditions and from normal breast tissue. He 
believes that pale epithelium in the breast is derived, 
apparently in all cases, from normal mammary 
glandular tissue and has no demonstrable connection 
with actual sweat-gland structures. Such structures 
are not found in normal, non-cystic breast tissue. 
This epithelial proliferation with subsequent de- 
generation may be found in various conditions of 
mammary activity and at different ages, but is pre- 
dominantly associated with glandular involution of 
the menopausal period, when cystic conditions of the 
breast are most common. 

Dawson regards the pale changes as post-prolifer- 
ative. He believes it indicates a degeneration which 
supervenes on the earlier epithelial activity of nor- 
mal cells and checks it. He is therefore of the opinion 
that malignant possibilities are not present in the 
pale cell. This view of the degenerative character of 
pale epithelium finds much clinical support in the 
long-maintained benign course of cystic breast con- 
ditions which histologically show widespread pale 
changes. 

Of the 120 cases of malignant tumor in which 
examinations of whole breast sections were made, 
116 showed the presence of pale epithelium in ad- 
dition to the malignant tissue, but in no case was the 
origin of the carcinoma to be attributed to the 
progressive proliferation of the pale cells. Even 
when the malignant tissue suggested a similarity to 
the pale cells, the transition to the malignant cell- 
type could be traced from normal mammary epithe- 
lium lining a large or small duct, the non-prolifera- 
tive stage of which showed no indication of the pale 
change. 

The theory that pale epithelium of the breast has 
no connection with actual sweat glands, and no 
malignant tendency and is essentially a type of 
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epithelial degeneration is strengthened by the fact 
that pale epithelium has been observed in other 
organs of the body, such as the ovary, uterus, 
prostate, and kidney, where glandular activity 
followed by epithelial degeneration and cyst forma- 
tion is frequent. art O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Nissen: Indications for Operative Interference in 
Cases of Injury to the Lungs and Bronchi 
(Die operative Indikation bei Verletzungen von 
Lungen und Bronchien). 56 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1932. 

The determination of the indications for operative 
interference in chest injuries is very difficult as even 
slight injuries may be associated with shock brought 
about by expiratory tension interfering with res- 
piration. This condition may be produced exper- 
imentally by irritating the vagus. The irritability 
of the vagus depends upon contact between the 
lung and the chest wall. In hemothorax and pneu- 
mothorax it is abolished. Under such conditions 
there is serious interference with respiration, and 
artificial respiration with positive pressure is of 
great value. 

In cases of injury to the lung there is often an 
emphysema of the mediastinum which may produce 
an extrapericardial cardiac tamponade. In this 
condition an incision in the jugular fossa to let out 
the air may give relief and even save life. The 
author shows the spread and sequel of the medias- 
tinal emphysema by roentgenograms. 

As a rule chest injuries are associated also with 
vascular injuries leading to severe intrathoracic 
hemorrhage. Vascular complications constitute the 
chief indication for operation. The bleeding vessel 
must be exposed by thoracotomy. The author 
describes how the hilus of the lung may be tempo- 
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rarily squeezed off by means of a rubber tube to 
facilitate approach to the bleeding vessel. Torn 
bronchi must be ligated; suturing is of no avail as the 
sutures give way. Bleeding frequently occurs also 
from lacerations of the lung tissue. Under such 
circumstances the mediastinum is displaced toward 
the injured side, whereas in cases of pleural effusion 
it is displaced toward the other side. 

In the discussion of this report NAEGELI showed 
with roentgenograms the spread of mediastinal 
emphysema produced by the introduction of air 
into the upper portion of the mediastinum. The 
influence of the diaphragm in hindering the onflow 
of blood through the chest was shown by injecting 
abrodil into the femoral vein. The column of blood 
could be followed up to the diaphragm where, 
when sufficient pressure was applied to the medias- 
tinal tissues, only a small column of fluid passed on 
from the diaphragm and entered the heart. The 
influence of the pressure exerted by the air injected 
into the mediastinum was manifested also by con- 
gestion of blood in the right heart and the pulmonary 
vessels. Relief of the pressure in the mediastinum 
by escape of the injected air through the diaphragm 
into the retroperitoneal space, the bursting of air 
bubbles into the thoracic cavity, or release of the 
air from the mediastinal tissues by incision into the 
mediastinum through the jugulum resulted in 
immediate relief of the circulatory difficulties in the 
thorax. NISSEN (Z). 


Singer, J. J.: A New Portable Pneumothorax Ma- 
chine. J. Thoracic Surg., 1932, i, 562. 


The portable pneumothorax machine described by 
the author is made almost entirely of metal and 
weighs only 10 lbs. It consists essentially of two 
chambers, one above the other. In order to prevent 
corrosion, mineral oil is used instead of water. The 
manometer consists of a bellows enclosed in a metal 
case. The dial is graduated in cubic centimeters of 
water. Air can be introduced or withdrawn from the 
chest through the commutator valve in the center of 
the instrument, and pleural pressure readings may 
be taken by changing the handle of this valve. 

The advantages claimed for the machine are sim- 
plicity of operation, sturdiness, portability without 
danger of breakage or leakage, and visibility of all 
indicators. Ear O, Latimer, M.D. 


Cardis, F., and Bourguignon, J.: The Picture of 
Pachypleuritis with Re-Expansion in the 
Course of Therapeutic Pneumothorax (Image 
particuliere de pachypleurite avec ré-expansion au 
cours du pneumothorax thérapeutique). Arch. 
med.-chir. de V appar. respir., 1931, Vi, 422. 

Pachypleuritis generally occurs in the course of 
active pneumothorax treatment. In the roentgeno- 
gram it is manifested by fine lines which usually 
assume the form of a semicircle or semi-elipse 
centered on the hilus, but occasionally are peripheral. 

They circumscribe a zone that is often clearer than 

the rest of the pneumothorax and has sharp ex- 
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ternal boundaries. The clear internal zone cor- 
responds to a tongue of lung which is adherent to 
the thoracic wall. The adhesion is progressive. 

The shelf of lung which adheres firmly to the 
thoracic wall is uninfluenced by respiration. It is 
very thin and hence very transparent to the rays. 
The authors believe that the picture described ap- 
pears in cases in which there is a generalized thick- 
ening of the parietal pleura and that the latter is 
thicker than the viscera! pleura. 

Over the adherent plaque of lung, a faint respira- 
tory murmur and sometimes adventitious sounds 
may be heard. Refills become painful and may be 
impossible at the usual site. The pressure increases 
and respiratory oscillations diminish. The last two 
changes occur in all cases of stiffened pleura. In 
all of the authors’ cases presenting the picture 
described fluid of varying amount and consistency 
was present. 

If the pneumothorax has been effective over a 
long period, the lung may be allowed to re-expand 
under careful control. If the pneumothorax is recent 
and has shown good results, oleothorax may be 
substituted for it, but if the pneumothorax has been 
ineffectual or incomplete, phrenicectomy or thoraco- 
plasty is indicated. FRANK B. Berry, M.D. 


Pomodoro, I. G.: Histological Changes in the 
Lungs After Phrenic Exeresis and Their Re- 
semblance to Those Following Pneumothorax 
(Modificazioni istologiche dei pulmoni per frenico- 
exeresi e loro analogie con quelle da pneumo-torace). 
Rassegna internas. di clin. e terap., 1932, xiii, 465. 

In experiments on three dogs the author per- 
formed phrenic exeresis by the technique of Con- 
dorelli and two months later injected intravenously 
roo c.cm. of a saturated solution of lithium car- 
bonate containing carmin. After the death of the 
animals he compared sections of their lungs with 
sections of the lungs of a control dog which were 
not stained vitally. In the lungs of the experi- 
mental dogs histological examination showed marked 
venous stasis, proliferation of connective tissue, and 
the presence of reticulohistiocytes. These findings 
are similar to those made after collapse of the lungs 

by pneumothorax. EuGENE T. Leppy, M.D. 


Bérard, L., and Ahmed, I.: Apicolysis. Pleuro- 
parietal Separation of the Apex of the Lung. 
Technique, Results, Indications (L’apicolyse. 
Decollement pleuroparietal du sommet du poumon. 
Techniques, resultats, indications). Arch. franco- 
belges de chir., 1921-1932, XXxili, 193. 

In 1891, Tuflier, seeking to extirpate the apex of a 
tuberculous lung, was led, on account of adhesions, 
to separate the parietal pleura from the ribs. He 
realized that such a separation constituted a route 
of access which could be enlarged for exploration or 
compression of the apex. 

The technique has since been variously modified. 
Changes have been made in the approach, the 
tamponade, the tampon material, and the com- 
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bination of separation with resection of one or two 
ribs without tamponade. 

In cases of tuberculous lesions of the lung without 
septic pleural complications in which pneumothorax 
is impossible or insuflicient, it is necessary, whatever 
the extent or situation of the lesions, to consider 
first the advisability of phrenicectomy. Even when 
involvement of the other lung is suspected, this 
operation does not seem to have serious incon- 
veniences. Nearly always, it is followed by improve- 
ment, and in more than 20 per cent of the cases it 
results in regression and cicatrization of the lesions. 

If phrenicectomy fails, resection of the first seven 
ribs should be done. When this is combined with 
phrenicectomy it results in a cure or marked im- 
provement in a considerable percentage of cases. 

When high thoracectomy does not suffice, it may 
be supplemented a month later by low thoracectomy 
and, if there is room, by anterior resection of the 
ribs or a limited tamponade of the apex with 
paraffin. The only essentials are clinical integrity of 
the other lung, a good general condition, and a good 
condition of the cardiovascular system. 

In cases of very limited apical lesions which 
require operative treatment but in which pneumo- 
thorax is impossible, recourse may be had to 
apicolysis combined with phrenicectomy, an oper- 
ation which may return the patient to almost normal 
life in a few weeks. Of all the procedures for very 
limited lesions, paraffin tamponade gives the most 
constant good results with the least sacrifices. 

Apicolysis may be done also in cases in which 
thoracectomy is contra-indicated by involvement of 
the other lung. In such cases it may be done to dry 
up the septic secretions of an apical cavity and 
thereby favor healing of the lesion in the other 
lung. In the cases of patients with fever, debility, 
or tachycardia, apicolysis with limited paraffin tam- 
ponade is the simplest operation and the most sure. 
The truly surgical apicolysis should include posterior 
resection of the first three ribs and liberation of the 
suspensory ligaments of the pleura, especially if there 
is a pneumothorax on the other side which forbids 
mobilization of the free pleura on the side of the 
operation. PACE. 


De Souza, O., and Maciel, P.: Clinical and Roent- 
genological Study of Pulmonary Abscess (Es- 
tudio clinico-radiologico do abscesso pulmonar). 
Rev. de radiol. clin., 1932, i, 223. 


The authors review the progress of the last few 
years in the study of pulmonary suppurations. They 
call attention to the variable character of the symp- 
toms which makes it imperative for the physician to 
resort to all available means of clinical research, and 
emphasize the importance of roentgen study which, 
even if it does not yield absolutely decisive findings 
in all cases, gives valuable information as to the 
location, extent, and progress of the pulmonary 
process. 

Following a discussion of the differential diagnosis 
between pulmonary abscess, interlobar pleurisy, sup- 
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purative hydatid cyst, bronchiectasis, tuberculosis 
with cavitation, and pulmonary carcinoma with 
cavitation, they take up the etiology and patho- 
genesis of pulmonary abscess, the réle of amoebiasis 
and spirochetosis, and treatment with emetin and 
by bronchoscopy and surgery. 

James T. Case, M.D. 


Roussy, G., and Huguenin, R.: Views on the 
Pathological Anatomy of Cancers of the Lung 
(Vues sur l’anatomie pathologique des cancers du 
poumon). Arch. méd.-chir. de Vappar. respir., 1932, 
vi, 503. 

From a study of the pathological anatomy of 
different types of cancer of the lung it appears that 
the slowly growing circumscribed cancers are usually 
of the malpighian type and not radiosensitive, where- 
as the medistinopulmonary tumors, which grow 
rapidly, are composed of small cells and are sensitive 
to irradiation. 

Grossly, cancers of the lung appear in various 
forms—circumscribed, eccentric, round, and rela- 
tively encapsulated, a pseudolcbar form, a massive 
form, a form spreading over the surface and to the 
pleura, a mediastinopulmonary form, and a nodular 
form. Secondary changes due to necrosis or infec- 
tion often cause changes such as cavity formation 
within or external to the tumor. The site of a cir- 
cumscribed tumor is important particularly in cases 
of cancer of the hilum and small cancers of the wholly 
endobronchial type. When a circumscribed cancer 
is located peripherally, an examination for pleural 
involvement should be made by diagnostic pneu- 
mothorax. The circumscribed cancer tends to retain 
its type over a long period even when it is sur- 
rounded by associated lesions. The lobar type of 
neoplasm tends to remain with the lobe in which it 
develops. Cancers arising at the hilum tend to 
spread outward toward the surface, and those of the 
mediastinopulmonary type rapidly involve the 
mediastinum. 

The clinical signs vary according to whether the 
cancer is deep or superficial, local or extensive, and 
whether it involves the mediastinum or the pleura. 
Adjacent atelectasis, inflammatory lesions, or cavi- 
ties alter both the clinical and the roentgen signs. 
The relation of the neoplasm to the bronchi should 
be carefully studied. 

Histological study reveals marked polymorphism. 
Many varieties of cells are often seen in the same 
tumor, and the metastases may differ from the 
primary neoplasm. Most lung cancers are broncho- 
genic and arise from the smaller bronchi. True 
alveolar cancers are rare in the lung. The cancer 
may be frankly epithelial with pearls, it may show 
masses of cells, it may be cylindrical and glandular, 
or it may be composed of small undifferentiated 
cells. 

For a thorough study of cancer of the lung roent- 
genography, bronchoscopy, bronchography, and 
pneumothorax should be employed. 

_ FRANK B. Berry, M.D. 











MISCELLANEOUS 


Nissen, R.: Progress in Thoracic Surgery (Fort- 
schritte in der Thorax-chirurgie). Deutsche Zischr. f. 
Chir., 1931, CCXXxXili, 545. 

The author reviews the progress of thoracic 
surgery since Sauerbruch’s presentation on the sub- 
ject at the forty-eighth meeting of the Deutsche 
Gesellschaft fuer Chirurgie. He states that our 
knowledge of the physical processes that are so im- 
portant for an understanding of morbid processes in 
the thorax have been advanced especially by in- 
vestigations of the blood supply of the lungs and 
disturbances of physiological pressure conditions. He 
emphasizes the importance of the relation of the 
mediastinum to an understanding of the changes 
from normal physical conditions, and discusses the 
disturbances of the circulation in the lungs in detail. 

The preferred types of anesthesia for thoracic 
surgery are basic avertin narcosis and ether anwsthe- 
sia combined with positive pressure. However, local 
anesthesia is still the choice for all intrathoracic 
operations in which actively secreting pus cavities 
must be opened. 

Operations for the treatment of emphysema are 
still very limited in number, whereas new methods 
have been devised for the treatment of infundibular 
thorax. 

With regard to the surgery of the heart, Nissen 
discusses the results of the Trendelenburg operation 
and the result obtained by Sauerbruch from opera- 
tion on an aneurism of the right heart. For the 
treatment of suppurative pericarditis with effusion, 
puncture combined with the use of Buelau’s siphon 
drainage is especially recommended. 

Mediastinal emphysema has been successfully 
treated on several occasions by incision in the 
jugulum. In the treatment of acute mediastinitis no 
great progress has been made. Only the opening of 
mediastinal suppurations from the oesophagus by the 
cesophagoscopic method has been successful. 

In the treatment of cancer of the oesophagus no 
noteworthy progress has been made. For cardio- 
spasm attempts at dilatation with Starck’s sound, 
are especially recommended. In resistant cases, 
cesophagogastrostomy by the method of Heyrowski 
is indicated. 

Of particular importance is the chapter on the 
operative treatment of pulmonary suppurations. 
For these, extrapleural tamponade is especially 
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recommended. If the abscess is not evacuated by 
coughing there remains the possibility of rupture 
into the bed of the packing or of opening the abscess 
cavity from the latter. With regard to the treatment 
of bronchiectasis, Nissen discusses at length paralysis 
of the diaphragm, extensive rib resection, tamponade, 
and extirpation of the diseased part. In the Sauer- 
bruch clinic extirpation of the involved part of the 
lung has been repeatedly carried out with success in 
the cases of patients between the ages of ten and 
thirty-five years. 

Benign tumors of the lung have been extirpated 
repeatedly, but in cases of carcinoma of the lung 
Walzel’s radical operation has remained up to the 
present time an isolated success. 

The indications for treatment of pleural suppura- 
tions are rigidly limited, while the rules for the 
surgical treatment of pulmonary tuberculosis have 
been further developed. Nissen recognizes the value, 
in individual cases, of open division of adhesions and, 
in opposition to the old demands of Sauerbruch, for 
certain cases he recommends compression of the 
upper portion of the lung by partial plastic proce- 
dures and tamponade either alone or with com- 
pression of the lower portion by pneumothorax. In 
general, pneumothorax is given greater recognition 
in this review than was accorded it by the Sauerbruch 
school. 

To determine the condition of the circulation in 
doubtful cases Nissen recommends testing it first 
under positive pressure and then under negative 
pressure. A rapid fall in the blood pressure and an 
increase in the pulse rate are a warning for caution. 

The advisability of operating in one or two stages 
must be decided on the basis of the findings in the 
individual case. In some cases an incomplete result 
from a paravertebral plastic operation can be per- 
fected by axillary rib resection. For incompletely 
collapsed cavities in the apex of the lung apicolysis 
combined with extrapleural tamponade may be con- 
sidered. The ideal indication for pneumolysis with 
subsequent tamponade is present when there are 
cavities in the apical portion of an otherwise healthy 
lung. In bilateral involvement, tamponade has not 
met expectations. Success is equally uncertain in 
cases of cavities in the upper and middle portions. 
In individual cases extrapleural pneumothorax has 
proved of value when the condition was very un- 
favorable and it was no longer possible to obtain 
compression by simpler means. Von Repwitz (Z). 











ABDOMINAL WALL AND PERITONEUM 


Birkenfeld, W.: Peritonitis of Renal Origin (Zur 
Kenntnis der Peritonitis renalen Ursprungs). Chir- 
urg, 1932, iv, 333- 


Penetration of pus into the peritoneal cavity 
from the kidney region is rare as the peritoneum 
offers considerable resistance to the spread or 
penetration of pus. 

The author reports the case of a three-year-old 
girl with suppurative peritonitis and basal empyema 
on the left side which were caused by the degenera- 
tion of a hypernephroid growth of the left kidney. 
As the tumor of the kidney had produced no clinical 
symptoms, only empyema and peritonitis were con- 
sidered in the diagnosis. Laparotomy revealed 
intense congestion of all of the bowel loops with 
only a very small amount of fibrin deposit and a 
small quantity of cloudy exudate in the peritoneal 
cavity. The cause of the peritonitis was found at 
autopsy, but a perforation could not be demon- 
strated. Bacteriological examination disclosed the 
presence of hemolytic streptococci. 

In conclusion the author says that in all cases 
of peritonitis in which the focus of infection is not 
evident the kidneys should be examined at operation. 

Bove (Z). 


GASTRO-INTESTINAL TRACT 


Cole, L. G., and Others: Roentgenological Explora- 
tion of the Mucosa of the Gastro-Intestinal 
Tract. Radiology, 1932, xviii, 221. 

Cole, L. G., and Others: Important Anatomical 
Data of the Digestive Tract. Radiology, 1932, 
XViii, 471. 

Cole, L. G., and Others: Findings Observed in the 
Gastro-Intestinal Tract. Radiology, 1932, xviii, 
886. 


This is a comprehensive presentation of the 
roentgenological examination of the digestive tract 
which appeared serially under separate titles, a 
résumé of which was presented by Cole at the Third 
International Congress of Radiology in Paris in 1931. 
It includes personal communications from many of 
the foremost American roentgenologists, an exten- 
sive study of the foreign literature with translations 
into English, and material collected from various 
institutions with which the authors are associated. 
It is profusely illustrated, and the legends accom- 
panying the illustrations are so complete as to make 
them a valuable contribution in themselves. 

The report is introduced by a detailed review of 
the history of the development of gastro-intestinal 
roentgenology, including reports of isolated attempts 
at practical use of the X-rays in diagnosis soon after 
their discovery and the various steps which brought 
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roentgen diagnosis to its present-day perfection. 
The European technique of fluoroscopic examina- 
tion with “symptom complexes” as the criteria for 
interpretation of the findings which followed the 
introduction of the Rieder meal in 1904 is contrasted 
with the direct method based on morphological 
changes observed roentgenographically. The latter 
was rendered feasible by improvement in apparatus 
and technique which permitted rapid and numerous 
exposures with safety and satisfactory negatives. 
Cole was largely instrumental in establishing the 
advantages of this method by what he termed 
“serial roentgenography.” 

At the time that the serial method was being 
established it was noted that the mucosal pattern is 
of great significance, especially in the diagnosis of 
organic lesions and the differential diagnosis of 
malignant lesions from spasm. In the first install- 
ment of this report this is discussed at some length. 
In 1909 Cole attempted to demonstrate the mucosal 
pattern on the anterior and posterior walls of the 
stomach by the sedimentation of bismuth subnitrate 
from a watery suspension. More recently the same 
result was obtained by various workers by com- 
pressing relatively small amounts of opaque suspen- 
sions or meals of different consistency. Some in- 
vestigators have combined the use of air or gas and 
an opaque suspension, claiming that much additional 
information may be obtained thereby, especially in 
examinations of the colon. For a time Cole and his 
co-workers used both the serial method and the spe- 
cial mucosal technique in the same cases in order to 
determine which would be the more satisfactory as 
a routine procedure. The serial method with a mod- 
erately filled stomach, although more expensive, 
seemed to be of much greater value than the special 
mucosal technique. Accordingly, the special mucosal 
technique was used thereafter only as an adjunct in 
specific cases. Serial roentgenography was applied 
also to the mucosal technique. 

The authors’ technical methods and certain 
principles of procedure which have been found useful 
are described with considerable detail under the 
following headings: 

1. Apparatus—technique of serial roentgenog- 
raphy. 

2. Preparation of the patient. 

3. Choice and administration of the opaque me- 
dium and roentgenographic projection and posture 
of the patient. 

4. Application of the roentgen rays. This includes 
a discussion of the factors employed to prevent the 
development of secondary rays or to obviate their 
detrimental effects as related to the gas tube, the 
cone, compression, the grid, and close apposition of 
the film to the opaque medium. 
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The second of the series of articles is devoted to 
anatomical factors of importance to an understand- 
ing of the roentgen findings and the correct applica- 
tion of the roentgenological method of examination 
to elicit the information desired. Position, relation- 
ship to adjacent organs, gross and minute structure, 
and function are considered. The first part of the 
duodenum, commonly known as the ‘“bulbus 
duodeni,”’ is described as part of the stomach. The 
name ‘‘cap,’”’ which Cole attached to it in 1912, has 
acquired quite general application, at least among 
roentgenologists. Some of the characteristics which 
render this part of the duodenum particularly vul- 
nerable to ulceration and can be easily recognized in 
the roentgenogram are described at length. Special 
emphasis is laid on the fold between the body and 
the antrum of the stomach which is called the 
“sulcus angularis,”’ and the fold between the antrum 
and the cap which is usually called the “pylorus” 
but in this article is designated as the ‘‘pyloric 
valve.”’ Both of these folds differ in structure from 
the rest of the stomach. Peristalsis is supposed to 
occur in cycles with characteristic systoles and 
diastoles. 

The small intestine is divided into two main parts, 
the duodenum and the mesenteric intestine which is 
intraperitoneal. The former has its beginning at the 
first plica circularis and terminates at the duodeno- 
jejunal junction, which is usually the highest point 
reached by the small intestine. The mesenteric part 
is further subdivided into five groups of coils, a sub- 
division apparently justified by embryological devel- 
opment. The first two of these groups are located in 
the left hypochondrium and lumbar region respec- 
tively, usually extend transversely, and are more or 
less discrete. The third group is found in the um- 
bilical region and upper hypogastrium, and the 
fourth group in the right lumbar region. The fifth 
group is located in the right iliac fossa, the false 
pelvis or lower hypogastric region. Distinct visual- 
ization of these groups depends largely upon their 
position in the abdomen. 

The generally recognized divisions of the colon 
and their common variations are described. Atten- 
tion is called to congenital veils or bands which 
sometimes alter function as it is observed roentgeno- 
logically. The authors believe that the semilunar 
folds which protrude into the lumen of the colon, 
dividing it into sacculations or haustra, are com- 
posed of a reduplication of mucosa, muscularis 
mucosz, and a core of submucosa. From roentgeno- 
graphic studies of the colon and a study of specimens 
of the colon they have come to the conclusion that 
the semilunar folds which form the haustrations of 
the colon are formed actively by contraction of the 
muscularis mucose and are not due to contraction 
of the muscularis propria and are not a passive 
formation due to contraction of the longitudinal 
bands. They describe the anatomical and physio- 
logical tonic contraction areas occurring in the 
cecocolic region and the proximal parts of the 
transverse colon and the rectosigmoid region which 
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may explain findings occasionally noted in these 
parts. 

The fundamental findings constituting the criteria 
for exploration of the mucosa of the gastro-intestinal 
tract are: (1) the lumen of the tract viewed in profile, 
(2) special folds of the mucosa viewed on edge, (3) 
the pliability of the-mucosa to peristaltic contrac- 
tion, and (4) the pattern of the mucosal folds or 
ruge. Each of these is evaluated in relation to the 
oesophagus, stomach, cap, small intestine, and colon. 

The first fundamental finding is the contour of the 
surface of the mucosa as it appears in the silhouette 
of the lumen of a hollow viscus moderately filled 
with an opaque meal or air. Alterations in contour 
due to physiological changes are variable and incon- 
stant. Any organic lesion which projects into the 
lumen of the gut diminishes the space occupied by 
the barium and causes what is known as a “filling 
defect.”” Any break or abnormal pouching of the 
mucosa allows the barium mixture to protrude 
beyond the normal contour of the organ. This pro- 
trusion is defined as a crater, niche, or diverticulum. 
Its appearance in each of the five regions of the 
gastro-intestinal tract is described. 

With regard to the changes to be noted in the cap 
as related to the first fundamental finding, Cole 
quotes extensively from an article published by him 
in 1912 and expresses the opinion that very little can 
be added from experience gained since then. He 
cites also a special method for artificial dilatation of 
the duodenum which he described in that article. 

The discussion of the second fundamental finding 
deals mainly with changes in the sulcus angularis 
which divides the body of the stomach from the 
antrum, the pyloric valve, the ileocecal valve, 
Houston’s valves, and the segmental folds or rings of 
the colon. The last are described at some length, 
chiefly to refute the commonly accepted theory that 
haustra are produced by adaptation of the length of 
the gut to the three shorter bands or tenia coli which 
run along the colon. The effect upon the segmental 
rings of the extensive waves of contraction which 
move forward a large amount of the contents of the 
colon, as observed roentgenographically, gives a 
great deal of information regarding the nature of the 
segmental rings. An extensive contraction of the 
muscularis propria does not completely obliterate 
them. The independence of the segmental folds as 
regards the contraction of the muscularis propria is 
evidenced also by the fact that a long segment of the 
colon may temporarily contract without disturbing 
their arrangement. During a period of contraction of 
a long segment of the colon the contour of the gut 
does not remain constant although the gross outline 
retains the same general form. At the actively con- 
tracting end of a long contraction causing a mass 
movement the mucosa and segmental folds are 
thrown forward ahead of the contraction wave. The 
authors believe that these folds act functionally to 
break up the fecal contents of the colon into variable 
segments so that the mucosa is brought into contact 
with different parts of the fecal material, and that 














they do not have any function in moving the contents 
of the colon from one region to another. 

The third fundamental, the pliability of the 
mucosa to peristalsis, requires serial roentgenography 
for its demonstration in early lesions and the 
presence of peristaltic contractions which are re- 
peated at sufliciently frequent intervals for roent- 
genographic records to show whether they pass 
through a certain section of the gut in a normal 
manner or are obstructed by an area of infiltration 
which has rendered the wall of the gut non-pliable. 
Information obtained from this finding made it pos- 
sible to diagnose a case of gastric carcinoma so early 
that microscopic section of the excised segment was 
necessary to confirm the diagnosis. ‘This case is 
reported in detail with the pathological report of 
Ewing regarding it. Apotrn Hartunc, M.D. 


Ferguson, A. N.: Chronic Gastric Ulcers: Histo- 
logical Observations on the Factors Underlying 
the Healing of Lesions Produced Experimen- 
tally in Rabbits. Arch. Int. Med., 1932, xlix, 846. 


In previous experiments carried out on rabbits 
Ferguson found that gastric ulcers could be pro- 
duced by resecting a circular piece of gastric mucosa 
at least 1.5 cm. in diameter through an incision in 
the serosa and muscularis. ‘The incision was later 
resutured. Lesions varying in age from three to 
twenty-four months and representing all stages of 
ulceration were studied. Almost completely healed 
ulcers were recognized from the ray-like arrange- 
ment of small ruge about them, the roughened and 
slightly depressed surface of the regenerated epi- 
thelium of the mucosa, and their whitish appear- 
ance in contrast to the surrounding darker mucosa. 
The whole lesion had a distinctly puckered appear- 
ance. The mucosa just peripheral to its margin, 
especially in the more chronic lesions, was thrown 
up into many small irregular elevations. 

Even though the ulcer tends to remain chronic its 
size as compared with the original lesion is con- 
siderably decreased. The age factor is relatively 
unimportant. Some lesions tend to heal in a few 
months while others persist even after two years. 
The essential factor determining the rate of healing 
is apparently the relative balance between the 
destructive and reparative factors. 

In the different specimens studied the degree of 
healing varied greatly. The microscopic findings de- 
pended upon the degree of healing and the char- 
acter of the base of the ulcer irrespective of the age 
of the lesion. In a chronic ulcer all layers of the 
stomach gradually increase in thickness as the mar- 
gins are approached. The mucosa shows folds in- 
stead of the usual regular glandular arrangement. 
The largest folds border and lean toward the crater 
of the ulcer. Parietal and serous chief cells gradually 
disappear as the margin is approached, the last 
folds being composed entirely of foveolar cells. 
Finally, only a narrow rim of flattened cells extends 
for the distance of a few cell-breadths on the surface 
of the ulcer. These foveolar cells are responsible for 
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regeneration of the mucosa. Connective tissue ele- 
ments between the glands forming this epithelium 
are increased over the usual amount, and there is 
some infiltration of leucocytes, eosinophiles, and 
plasma cells. 

As the deeper layers of the stomach wall increase 
in thickness toward the margin of the ulcer, the 
submucosa decreases until it finally disappears. At 
the same time the smooth muscle fibers diminish in 
the muscularis and a compensatory amount of con- 
nective tissue appears until the wall is composed 
entirely of a mass of connective tissue which con- 
tinues into the base of the ulcer. The base of the 
ulcer consists of a superficial layer of cell débris 
which may be called the “necrotic layer” and 
rests on an underlying layer of connective tissue of 
fibroblasts containing many blood vessels. 

In the healing ulcer the mucosa is composed of 
foveolar cells and mucous chief cells arranged in 
small irregular glands with connective tissue be- 
tween them. Below this layer is a mass of inter- 
mingled connective tissue and smooth muscle fibers. 
There is no distinct muscularis mucose and no 
submucosa. 

The two main factors involved in the healing of a 
chronic ulcer are the marginal epithelium and the 
base. The epithelium attempts to cover the base 
either by mass proliferation which crowds the 
entire margin out onto the floor of the base or by 
regeneraiion of the marginal cells of new epithe- 
lium which creep out over the floor. The foveolar 
cells stand at the margin of the ulcer waiting for an 
opportunity to extend out over the floor and cover 
it. If destruction exceeds the reparative process, the 
base, consisting of necrotic tissue, is large enough to 
prevent the waiting epithelium at the margin from 
growing out onto the floor of the ulcer. However, if 
reparative processes are in the ascendency, the floor 
provided is such that the epithelium at the margin 
is able to gain a foothold and advance the regene- 
ration. The extent of healing depends upon the 
amount of these reparative processes. 

SAMUEL J. FoGEtson, M.D. 


Vidgoff, I. J.: Acute Intestinal Obstruction at the 
Los Angeles Hospital. An. Surg., 1932, xcv, 801. 


Very little progress has been made in the last 
forty years in reducing the mortality of acute intes- 
tinal obstruction, the average mortality still being 
between 40 and 60 per cent. Of 266 patients whose 
cases are reviewed by Vidgofi, 90 per cent were 
admitted to the hospital after the symptoms had 
begun and ro per cent developed intestinal obstruc- 
tion while they were under observation in the hos- 
pital. In the latter group the mortality was ro per 
cent higher than the general average of 45.9 per 
cent. 

The symptoms depend upon the portion of bowel 
involved. The higher the obstruction the more 
severe are the symptoms and the graver is the prog- 
nosis. Obstruction of the small bowel causes parox- 
ysmal, cramping, or cutting pains with vigorous 








424 


peristalsis. In obstruction of the large bowel the pain 
is less severe and more constant. 

Vomiting occurred in 95 per cent of the cases 
reviewed, constipation in 60 per cent, and distention 
in 45 per cent. In the majority, fever and rigidity 
of the abdominal muscles were absent. Leucopenia 
was usually found. Sixty-eight per cent of the 
patients had had previous operations. Of 104 cases 
in which a roentgen examination was made, the 
findings by the flat-plate method were positive in 
71 per cent. 

The types of obstruction and the number of cases 
and mortality of each type are shown in the follow- 
ing table: 


Type Cases Mortality 
% 
RORY. |. coe chesbexeenesewnss 170 37.6 
ee SE eee si . 49 60.0 
(OO eS eee ee ce ; 2s 68.0 
Gall stones...... bs : 4 25.0 
Intussusception........ a ey ey eee 66.0 
Volvulus of sigmoid... . 4 75.0 
Meckel’s diverticulum........... : 2 None 
SMEUMIR saa keeeeesdassass 2 100 


Bsteh, O.: The Recognition of Intestinal Phlegmon 
(Zur Kenntnis der Darmphlegmone). Arch. f. klin. 
Chir., 1932, clxix, 193. 

In the last few years four cases of intestinal phleg- 
mon have been observed in the Municipal Hospital 
of Vienna. Only one ran a course like that described 
in the textbooks. In the first case gastro-intestinal 
disturbances had been present for months, and three 
days before the patient was admitted to the hospital 
nausea and obstipation began. The temperature, 
however, remained normal. Anatomical examina- 
tion revealed an inflammatory tumor the size of a 
hazel nut at the attachment of the mesentery to the 
ileum. Microscopic examination disclosed an acute 
suppurative inflammation. The author emphasizes 
that the course of the condition was afebrile. The 
patient was a woman seventy-three years old. 

In the second case the condition occurred in a man 
twenty-two years of age and persisted for eight 
weeks without fever or stormy symptoms. During 
the period of four weeks the patient was under ob- 
servation in the ward, ileus-like manifestations ap- 
peared twice. At operation, a fist-sized tumor of 
the cecum was found and resected with 12 cm. of 
ileum. Histological examination revealed a small 
abscess in the wall near the base of the appendix 
and collections of polymorphonuclear leucocytes and 
round cells in all of the layers of the wall. In three 
places there were gland-like accumulations of bac- 
teria, cocci and threads, but these did not possess 
the club-like enlargements of actinomyces. 

In the third case, that of an alcohol addict fifty- 
five years of age, symptoms had been noted for 
months, but constipation and meteorism had been 
present for only fourteen days. For three days there 
had been cramp-like pain, nausea, and belching. 
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As in Case 1, ileus was suspected, but operation 
revealed enormous distention of the cecum and 
marked changes in the cecal wall. There were no 
inflammatory changes in the appendix. 

The fourth case was that of a woman forty-five 
years of age. In this case the condition was pre- 
ceded by angina with high fever. A diagnosis of 
perityphlitic abscess was made. At operation the 
cecum was found markedly thickened, oedematous, 
covered with a fibrous tissue, and adherent to the 
anterior abdominal wall and the omentum. The 
appendix was not involved in the inflammatory 
process. Hemolytic streptococci and colon bacilli 
were cultured from the tonsils and a pure culture of 
colon bacilli was obtained from the intestinal phleg- 
mon. The author is of the opinion that the strepto- 
coccal infection of the tonsils favored the develop- 
ment of the infection by the bacillus coli. 

The first patient died from pulmonary embolism 
after her discharge. The second was discharged 
cured. In Case 3 death occurred four days after the 
operation, and autopsy disclosed a circumscribed 
peritonitis, paralytic ileus, a large splenic tumor, 
and parenchymatous degeneration of the heart, 
liver, and kidneys. 

In Cases 1 and 2 the diseased portion of bowel was 
resected. In Case 3, it was exteriorized. In Case 4, 
it was walled off from the abdominal cavity with 
gauze and a drainage tube. 

In the author’s opinion, the only treatment offer- 
ing any hope is resection. 

With regard to the etiology he states that in his 
opinion a traumatic insult to the intestinal mucosa 
was responsible for the condition in only a few of the 
cases reported in the literature. He believes that 
the chief factor is a change in the resistance of the 
organs resulting from external or internal causes. 

W. MANDEL (Z). 


Fossel, M.: An Operatively Cured Intestinal Phleg- 
mon (Ueber einen Fall von operativ geheilter 
Darmphlegmone). Zentralbl. f. Chir., 1932, p. 1160. 


The case reported was that of a man thirty-two 
years of age. While the patient was in the army 
during the war he suffered an attack of gastro- 
intestinal catarrh. In 1925 he had typhoid fever 
and since then had had a constant gastro-intestinal 
disturbance manifested by intermittent attacks of 
vomiting and diarrhoea. In 1928 he was examined at 
the Wenckebach clinic, where a diagnosis of colitis 
was made. X-ray examination disclosed a constric- 
tion of the colon in the left lower quadrant. In 
April, 1931, the trouble became worse, and on May 
16, 1931, operation was performed following a 
diagnosis of peritonitis from perforation of the 
appendix. 

The operation revealed extensive peritonitis and 
a tumor the size of a small fist which was composed 
of the altered cecum and the lower part of the 
ileum. The cecum was thickened but soft. The 
ileum was transformed into a rigid tube with small 
subserous abscesses. The affected portions of in- 




















testine were sharply delineated from the normal 
portions. The appendix was inflamed, but was not 
perforated. It was removed. The involved portion 
of intestine was then exteriorized, fastened extra- 
peritoneally, and drained through a Paul-Mixter 
tube. A month later an ileotransversostomy was 
done, and three months later the exteriorized portion 
of bowel was removed. 

The extirpated appendix was examined _histo- 
logically at three levels. Its distal end was found 
closed by a cicatricial process. In the subserosa and 
muscularis there was an infiltration of small cells, 
chiefly lymphoid cells. In the proximal section 
examination revealed pus, total destruction of the 
mucosa, and the presence of leucocytes and lympho- 
cytes in the submucosa. The intestine presented all 
the evidences of a subsided severe phlegmonous 
process resulting in extensive cicatrization. The 
active inflammatory process had left round-cell 
infiltrations and patches of granulations. The mus- 
cularis mucose was markedly thickened. The 
epithelium covered the vascular cicatricial stroma 
often by a single layer of cells. The phlegmonous 
process revealed at operation had healed with 
pronounced scar formation in the course of five 
months. 

The author concludes that the inflammatory 
process in the appendix was not the cause of the 
intestinal phlegmon. This conclusion is supported 
by the following facts: 

The changes in the appendix were considerably 
older than those in the intestine. 

2. The appendix was turned back upward behind 
the cecum. 

3. Appendicitis is very common whereas in- 
testinal phlegmon is very rare. 

As in most cases, the cause of the phlegmon in 
this case remains unknown. The diagnosis was not 
made before operation because characteristic 
symptoms were absent. W. Manpbet (Z). 


Raiford, T. S.: Tumors of the Small Intestine. 
Arch. Surg., 1932, XXV, 122, 321. 

The purpose of this article is to summarize the 
cases of tumors of the small intestine recorded in the 
Johns Hopkins Hospital, Baltimore, and to discuss 
the occurrence, clinical features, and histopathologi- 
cal structure of such neoplasms. 

A search of all available material revealed 88 tu- 
mors of the small intestine. The material included 
the records of 11,500 autopsies in the general patho- 
logical department and 45,000 specimens from the 
surgical pathological department. A large percent- 
age of the latter were specimens sent from other 
hospitals for diagnosis. Tumors of all types in the 
small intestine constituted 8.9 per cent of all gastro- 
intestinal tumors. Benign tumors in the small intes- 
tine constituted 23.8 per cent of all benign tumors, 
and malignant tumors only 4.9 per cent of all malig- 
nant tumors, of the gastro-intestinal tract. 

Attention is called to the embryological,anatomi- 
cal, and physiological differences between the small 
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Fig. 1. Fig. 2. 

Fig. 1. Diagrammatic representation of the distribution 
of benign tumors in the small intestine. Note the predomi- 
nance of the polypoid form and the frequency of localization 
in the lower ileum. 

Fig. 2. Diagrammatic representation of the distribution 
of malignant tumors in the small intestine. Metastases are 
denoted by small dots in the lines radiating from the intes- 
tine. The tumors are larger and more invasive than the 
benign tumors and occur with greatest frequency in the 
duodenum and lower ileum. 


intestine and the stomach and large intestine, and 
the suggestion made that these may account for the 
insusceptibility of the small intestine to tumor in- 
vasion. Raiford believes that the relative freedom 
of the small intestine from stasis may be regarded as 
significant. The only part in which the fwcal con- 
tents are brought to a standstill and accumulate 
before passing onward is the terminal ileum, and it 
is in this region that tumors occur most frequently. 
Stasis is known to be conducive to irritation. 

Tumors of the lymphoblastoma group were found 
to be most common, numbering 21. Eighteen of 
them were located in the ileum. Next in frequency 
were carcinomata, of which there were 16. Eight of 
the latter occurred in the duodenum, 4 in the jeju 
num, and 3 in the ileum. Third most common were 
adenomata, of which there were 15. Eleven were 
located in the ileum. Of 7 argentaffin tumors, 5 
were in the ileum, 1 was in the duodenum, and 1 was 
in the jejunum. Other important benign tumors of 
the small intestine are lipomata, tumors formed by 
accessory pancreatic tissue, and fibromata. The dis- 
tribution of benign and malignant tumors in the 
small intestine is shown in the diagrams. 

Malignant tumors are larger than benign tumors 
and usually single. They frequently involve the 
glands or extend to the mesentery. Benign growths 
are often multiple and usually polypoid. 


GENERAL TYPES OF TUMOR GROWTH 
Raiford classifies tumors of the small intestine as 


intralumenar or internal and extralumenar or exter- 
nal. Those of the external type are comparatively 
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rare. Of the tumors reviewed, they constituted only 
5 per cent. The factors determining the direction of 
growth of tumors of the small intestine are the point 
of origin of the neoplasm and the free space present. 
Malignant tumors with a predisposition to exten- 
sion usually grow out into and along the mesentery. 
The vast majority of intestinal tumors, especially 
those which are benign, are of the internal type. 
Tumors of this type vary widely in form and may 
be classified as polypoid, sessile, and extensive. 

Polypoid tumors are commonly benign, but may 
undergo secondary malignant change. They are fre- 
quently described as “intestinal polyps,” but the 
majority are adenomata. When a pedicle is formed 
they are often responsible for intussusception. Polyps 
rarely attain a size larger than that of a walnut be- 
fore they cause symptoms of obstruction. Multiple 
polyposis is not infrequent. 

Sessile tumors are round or oval and of varying 
thickness. They may be within the wall of the in- 
testine or attached to the wall by a broad base. 
They are usually covered loosely by mucous mem- 
brane. Undoubtedly they may become polypoid. 
A polypoid form is usually assumed by benign tu- 
mors, but malignant tumors may be sessile before 
the process of invasion has extended to the surround- 
ing tissues. The mucous membrane is intact unless 
it becomes eroded by constant pressure of the intes- 
tinal contents. 

Infiltrative growths, which are usually malignant, 
originate in the wall of the intestine and extend 
rapidly either around the lumen or in a longitudinal 
direction. 

The constricting type of tumor is a variant of the 
infiltrative form, but is so definite and frequent as to 
deserve separate consideration. It is the result of a 
malignant infiltrating growth that encircles the lu- 
men of the bowel. In some instances the constriction 
is so great that a tiny distorted tubule is all that 
remains of the intestinal lumen. Growth of this type 
occurs with surprising frequency in the lymphoblas- 
tomata and may prove of aid in the diagnosis of 
malignancy in such tumors. Some of these tumors 
show a tendency toward necrosis and excavation, 
becoming hollow irregular spheres through which the 
intestinal lumen passes with a constriction at its 
points of entrance and exit. At operation the necrot- 
ic center is often diagnosed as an abscess, its nature 
not being revealed until frozen sections are made. 


MALIGNANT TUMORS 


Carcinomata. Carcinomata of the small intestine 
constitute between 3 and ro per cent of all gastro- 
intestinal carcinomata. They are most common in 
persons in the fifth and sixth decades of life. The 
average age of the 16 patients whose cases are re- 
viewed by the author was fifty-two years. The old- 
est patient was sixty-eight and the youngest thirty- 
three years old. Carcinoma of the small intestine is 
most common in males and twice as frequent in the 
white race as in the colored race. The parts of the 
small intestine most frequently involved are the du- 
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Of the 16 carcino- 
mata reviewed, 7 occurred in the second portion of 


odenum, and the terminal ileum. 


the duodenum. In 4 of the cases metastasis was 
found. The first site of metastasis is the mesenteric 
glands. The next most common sites are the perito- 
neum, liver, and lungs, but extension beyond the 
mesenteric glands is rare. Given in the order of their 
frequency, the gross forms assumed by carcinomata 
of the small intestine are the constricting type, the 
infiltrating ulcerative type, and the polypoid type. 
The size of the neoplasms is exceedingly variable. 
The smallest of the neoplasms reviewed were tiny 
submucous nodules a few millimeters in diameter 
which appeared benign until histological sections 
were examined. The largest was an infiltrating, 
ramifying lesion the size of a grapefruit, which in- 
volved the surrounding structures. Carcinomata of 
the external type are rare, but are the largest because 
they do not produce early symptoms. The polypoid 
tumors rarely grow larger than a hen’s egg before 
symptoms of obstruction reveal their presence. They 
are a pearly white and of a firm, hard consistency. 
They cut like cartilage. The cut surface is a bluish- 
white and looks fibrous. The author describes the 
4 main types of carcinoma occurring in the gastro- 
intestinal tract—adenocarcinoma and medullary, 
scirrhous, and colloid carcinoma. 

Surcomata. Sarcomata of the small intestine are 
rare and are practically of the same character as 
those found in the stomach and large intestine. In 
the material reviewed there were 2. One was of the 
spindle-cell variety and the other was a myosarcoma. 
Both of the patients were in the fifth decade of life. 
Sarcomata occur most frequently in the ileum. They 
do not metastasize so readily as carcinomata. Me- 
tastasis occurs most frequently in the mesenteric 
glands. From there, secondary invasion may reach 
the liver and lungs. Sarcomata tend to assume the 
external form, growing out into the mesentery rather 
than into the lumen of the intestine. The gross form 
is usually rounded, lobulated, and encapsulated, in 
contrast to the finger-like ramifications shown by the 
advancing border of a carcinoma. At first, sarco- 
mata are usually hard and elastic. In the more ad- 
vanced stages they may have a soft spongy feeling 
if central necrosis has occurred. The cut section is 
white and translucent. The tumors vary in size, but 
often attain that of a child’s head. Raiford de- 
scribes the findings of microscopic examination of a 
fibrosarcoma, a myosarcoma, and a myxosarcoma. 
Sarcomata have a better prognosis than carcinomata 
because they metastasize less frequently, grow more 
slowly, and do not tend to break away from the cir- 
cumscribed form early in their growth. When they 
are excised early, they do not tend to recur and com- 
plete recovery may result. 

Lymphoblastomata. With regard to the lympho- 
blastomata the author states that there is a great 
deal of confusion in the nomenclature and classifica- 
tion. The small intestine seems peculiarly suscep- 
tible to tumors of this type, being involved by them 
about twice as frequently as the large intestine. The 
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neoplasms may occur at any age, but are far more 
frequent in young persons than other malignant tu- 
mors. The average age of the 21 patients whose 
cases are reviewed was thirty-two years. The young- 
est patient was five years and the oldest seventy- 
seven years old. Sixteen of the patients were males 
and 5 were females. Eighteen were whites and 3 
were negroes. 

Lymphoblastomata occur most frequently in the 
terminal ileum. ‘Twenty of the 21 tumors of this 
type reviewed by the author occurred in the terminal 
roo cm. of the ileum and 1 was found in the middle 
third of the duodenum opposite the papilla of Vater. 

Tumors of the lymphoid series do not metastasize 
as readily as either true sarcomata or carcinomata. 
When metastasis occurs, the adjacent mesenteric 
lymph nodes are chiefly involved. Extension beyond 
these nodes does not follow any regular course. The 
malignant cells may be transported by the lymph or 
blood channels or by direct extension. 

Lymphoblastomata vary from small thickenings 
of the wall in the region of the agminate nodules to 
external tumors the size of a grapefruit. The most 
common form is that of a constricting growth en- 
circling the intestinal lumen. This is almost charac- 
teristic and supports the diagnosis of malignancy in 
doubtful cases. The growth begins on one side of the 
wall and extends around the lumen. Extension may 
proceed also in the longitudinal direction and may be 
followed by dilatation in the center of the tumor, the 
final picture being that of a hollow sphere constrict- 
ing the lumen of the intestine at its points of entry 
and exit. Extension to the mesentery may also take 
place, but this is not the rule. The majority of the 
tumors present a smooth unbroken surface. The tu- 
mors of multiple polyposis resemble adenomata in 
their gross form, but on microscopic examination are 
found to be lymphoid tumors. 

The texture of the tumors in the advancing stage 
is firm and fibrous, and the cut edge is bluish-white. 
Central necrosis with excavation is not unusual. 
When, on incision of the tumor wall, a quantity of 
purulent necrotic material has escaped, tumors with 
excavation have been diagnosed as abscesses, and 
their malignant nature has been recognized only 
from frozen sections: 

The histological picture is subject to the widest 
variation although certain typical cellular elements 
are common to all types. The classification used by 
the author is based in general on the preponderance 
of these cells and is a modification of Ewing’s classi- 
fication. Raiford describes in detail the 4 main 
groups, viz.: (1) non-specific granulomata, (2) retic- 
ulum-cell sarcomata, (3) malignant lymphocyto- 
mata, and (4) endotheliomata. 

The histogenesis of the lymphoblastomata as a 
group is still obscure, but it is assumed that the neo- 
plasms arise from lymphoid tissues as atypical cell 
types. This assumption is based on the fact that 
practically all of them are found in the terminal 
ileum and on the fact that the cells of which they 
are formed show plainly all gradations from normal 
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lymphocytes to large malignant tumor cells. The 
reason for the change is unknown. The best index 
of malignancy in these tumors is the appearance of 
the cells. Experience has shown that the reticulum- 
cell sarcoma is the most malignant of the group. 
Raiford believes that lymphoblastomata must be 
considered potentially malignant until the clinical 
course proves them benign. 


BENIGN TUMORS 

Adenomata. The most common benign tumor 
found in the small intestine is the adenoma. This 
neoplasm seldom attains a size sullicient to cause 
symptoms of obstruction. The majority of the 15 
adenomata reviewed by the author were recognized 
only at autopsy. The youngest patient with an 
adenoma was six months old and the oldest sixty- 
two years of age. Symptomatic adenomata tend to 
occur in younger persons. Adenomata occur with 
equal frequency in all races and in both sexes. They 
increase in frequency toward the lower part of the 
intestinal tract. It is generally agreed that in the 
jejunum they are extremely rare. In their gross 
pathological structure, they are similar to the ma 
jority of benign tumors. They constitute a large 
percentage of the group classed as polyps and papil- 
lomata although not infrequently they are sessile, 
especially in the early stages. They usually occur 
singly, but may be multiple, and they vary in size 
from tiny filiform threads with the diameter of a 
pinhead to tumors as large as an English walnut. 
On the basis of the clinical symptoms alone, multiple 
polyposis is frequently indistinguishable from colitis. 
The gross appearance differs very little from that of 
other types of polyps. The mucous membrane is 
usually intact, hyperemic, and fungating in appear 
ance. On section, the tumors are found to be mush- 
room-like masses with a central white fibrous stalk 
leading up from the intestinal wall and ramifying 
between soft friable masses of glandular tissue lving 
at the periphery. The glandular elements of a typi- 
cal adenoma show 2 types of cellular development. 
Near the pedicle there is less proliferation, but ap- 
proaching the periphery the cells become more care- 
lessly arranged. The connective tissue stroma is 
composed of ramifications of the pedicle between the 
glandular elements of the tumor. Well-formed blood 
vessels are found in the pedicle. Toward the periph- 
ery the stroma consists of fibroblasts and spindle 
cells and is much more cellular than at the base of 
the pedicle. As the tumor grows older, the differ 
ences in the cellular elements in the pedicle and at 
the periphery of the tumor become more marked. 
The theory that the neoplasms are due to inflamma- 
tion and the theory attributing them to a primary 
epithelial change are plausible. The author reviews 
the development of adenomata as described by Saint. 
On microscopic examination, the diagnosis of ade- 
noma offers no difliculty. 

Myomata. Myomata of the small intestine occur 
with sufficient frequency to warrant their considera- 
tion as a pathological entity. They are most com- 
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mon in the fifth decade of life, but have been found 
in persons as young as thirteen and as old as sixty- 
eight years. They occur more frequently in males 
than in females. They are most common in the 
ileum. Their gross pathological structure differs 
very little from that of other benign growths. They 
vary in size from that of a pea to that of a child’s 
head, and grow internally or externally. When they 
are internal they are usually sessile, although the 
polypoid form is not rare. In consistency they are 
firm and rubbery. Those of the internal type are 
usually a deep red externally and bluish-gray on 
section. The characteristic histological picture is 
that of benign hypertrophy of muscle fibers with an 
added overgrowth of fibrous connective tissue. The 
cellular elements consist of smooth muscle cells 
rather larger but shorter and more rounded than 
normal. The center of the tumor is frequently fibrous 
and grows faster than the periphery. The most com- 
mon regressive change is hyaline degeneration. Oc- 
casionally calcification occurs within the tumor. The 
growth of the tumor is expansive and associated with 
hypertrophy of the fibrous stroma. Some myomata 
become malignant. 

Fibromata. Pure fibromata are among the rarest 
tumors found in the smal! bowel. The mixed forms 
are much more common. Fibromata occur usually 
in advanced age. Of the patients whose cases are 
reviewed by the author, the youngest was fifty-two 
years and the oldest sixty-nine years of age. The 
neoplasm occurs most frequently in the ileum. There 
is nothing characteristic about the gross form. The 
tumors may grow internally as sessile or peduncu- 
lated neoplasms or extend out into the mesentery, 
retroperitoneally, or may be free in the peritoneal 
cavity as external tumors. They are round or oval, 
discrete, circumscribed, and freely movable. In con- 
sistency they are firm and rubbery. The cut section 
is a grayish-white. Microscopic sections show the 
bulk of the tumor to consist of hypertrophied and 
hyperplastic connective tissue. The neoplasm is rela- 
tively poor in cellular elements. Elastic fibers pre- 
dominate. Among them spindle cells and stellate 
fibroblasts are found. At the periphery there is a 
moderate admixture of small round cells, plasma, 
and red blood cells. Areas of myxomatous degenera- 
tion are not uncommon. Fibromata arise from con- 
nective tissue cells. It may be difficult to differen- 
tiate fibromata, myomata, and the mixed forms and 
to determine which tissue predominates. The origin 
of the myxomatous tissue is questionable. 

Argentaffin tumors. The peculiar argentaffin or 
carcinoid tumor has aroused considerable discussion 
in recent years. The clinical features of neoplasms 
of this type are insignificant. The tumors rarely 
attain a size sufficient to cause symptoms and are 
seldom recognized before autopsy following death 
from some other condition. The majority are lo- 
cated in the ileum. Of the 7 reviewed in this article, 
5 were in the ileum, 1 was in the jejunum, and 1 was 
in the duodenum. The tumors are frequently found 
in the appendix. Carcinoids are commonly thought 


INTERNATIONAL ABSTRACT OF SURGERY 





to be benign tumors, but there are records of cases 
in which metastasis occurred and a diagnosis of 
malignancy was made on this basis. One of the 
neoplasms reviewed was found on microscopic ex- 
amination to be benign, but metastases had occurred 
to the liver and lymph nodes. The gross pathological 
findings are not characteristic. The neoplasms are 
seldom more than 1 cm. in diameter and usually are 
the size of a pea. They may be sessile, within the 
intestinal wall, or attached to a small pedicle. They 
are usually single, but may occur in groups of 2 or 
more. On section, they are found to be soft, elastic, 
and yellow. The characteristic microscopic picture 
shows nests and strands of cells surrounded by a 
fairly definite limiting membrane and separated by 
a stroma which varies in amount. The cells are 
small, relatively uniform, and round or oval. Pres- 
sure near the edges of the cell nests may cause them 
to assume a spindle shape. Rarely, the cells assume 
an acinar formation, but the usual picture is that of 
solid sheets of cells. Much remains to be determined 
regarding the histogenesis of the tumors. The theory 
that the neoplasms arise from pancreatic rests has 
had many adherents. Ewing classes these rests as a 
type of carcinoid, but the author believes that their 
microscopic picture is definitely different. The re- 
semblance to basal-celled epitheliomata of the skin 
is striking. 

Aberrant pancreatic rests. The aberrant pancreatic 
rest is a type of benign tumor growth which is of 
minor clinical significance. It rarely produces clini- 
cal symptoms and is seldom found except at autopsy. 
In the cases reviewed by the author 2 were found in 
the duodenum, 3 were in the upper part of the jeju- 
num, and 1 was near the midportion of the ileum. 
As a rule the neoplasms appear grossly as small sub- 
mucous nodules which are rarely more than 1 cm. in 
diameter. They are irregular, elongated, flattened, 
or oval. Occasionally they are of sufficient size to 
cause obstruction. One of the 6 reviewed by the 
author produced an intussusception of the ileum. 
The tissue is soft and spongy, and is freely movable 
beneath the mucous membrane. The cut section is 
grayish-white. Throughout the tumor can be seen 
irregular patches of denser tissue representing the 
pancreatic tissue. Except from the standpoint of 
distribution, the microscopic picture of pancreatic 
rests is the same as that of normal pancreatic tissue. 
The aberrant tissue may be found scattered through- 
out the intestinal wall, but the largest accumulations 
are usually discovered in the submucosa. One of the 
differences between the normal organ and aberrant 
tissue is the occasional absence of normal islands of 
Langerhans in the latter. Observing the proximity 
of the ventral pancreatic bud in the embryo to the 
primitive yolk stalk, Simpson concluded that small 
buds might easily become detached at this point and 
be carried in either direction by the later develop- 
ment of the latter structure. In the author’s opinion 
this is the most plausible theory. The possibility, of 
a relation of aberrant pancreatic tissue to diverticula 
has been suggested, but has not been proved. 
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Angiomata. Angiomata of the small intestine are 
very rare. Among the tumors reviewed by the author 
there were only 3. The neoplasms are of 2 types— 
hemangiomata, arising from the vascular system, 
and chylangiomata, arising from the lymphatic sys- 
tem. The clinical features are insignificant. Haman- 
giomata are of the simple and cavernous types. 
Chylangiomata show the same types and, in addi- 
tion, a more dilated or cystic form. In a large 
number of cases the tumors are multiple. Haeman- 
giomata are small, reddish, submucous nodules rarely 
more than 1 cm. in diameter. Chylangiomata are 
grayish-yellow or yellow and softer. When chylan- 
giomata are squeezed, a clear yellow or milky fluid 
is expressed. The characteristic microsopic finding 
in simple hemangiomata is an overgrowth of blood 
vessels. Chylangiomata are very similar in appear- 
ance. The histogenesis of the angiomata remains 
confused. 

Hematomata are not true tumor growths. They 
are extremely rare and apparently of purely mechan- 
ical origin. They are of little clinical importance 
unless the extravasation is sufficiently large to cause 
partial occlusion of the intestinal lumen. This was 
the condition in 1 of the cases reviewed by the author. 

Lipomata. Lipomata are soft yellow nodules. 
They are not infrequently found in the small intes- 
tine at autopsy. They seldom cause symptoms. Of 
the tumors reviewed by the author, 7 were lipomata. 
The growth of lipomata is very slow. The tumors 
are attached to the intestine by a long pedicle. Fre- 
quently the pedicle is broken and the tumor is passed 
by rectum. Some lipomata become large and, if in- 
ternal, may produce intussusception. When exter- 
nal, they may attain the size of a child’s head. 
Lipomata are evenly distributed throughout the in- 
testine. As a rule they occur singly, but not infre- 
quently from 6 to 8 tumors are found. The majority 
are internal. Microscopically, lipomata of the small 
intestine resemble lipomata found elsewhere in the 
body. Their cause is unknown. They are sessile in 
the early stages, but tend to become pedunculated 
as they grow older. 


RARE TUMORS 


Enterocysts. Among the rarer intestinal tumors, 
are cysts. These are exceedingly rare. The 1 tumor 
of this type among the neoplasms reviewed by the 
author occurred in the duodenum of a child three 
days old. Enterocysts occur most frequently in the 
ileum near Meckel’s diverticulum. The gross patho- 
logical process is variable. The cysts may be mul- 
tiple or single. They are rarely larger than a walnut, 
but some as large as a man’s head have been re- 
ported. In the ileum they tend to be external, but 
internal cysts are not unknown. Elsewhere they 
tend to be internal. Clinically, they are often con- 
fused with ovarian cysts. The contents may be 
mucilaginous, gelatinous, or fluid, and colorless, 
yellow, or brown. In some cases microscopic exami- 
nation of the cyst wall shows it to be composed of all 
of the layers of the intestinal walls. Many varia- 
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tions of the picture may be seen. The origin and 
histogenesis of intestinal cysts have been the sub- 
jects of much discussion. According to the most 
generally accepted theory, the cysts are due to in- 
complete closure of the omphalomesenteric duct in 
the embryo. Some believe that they are primary 
in the mesentery and secondary in the intestine. 

Cystic pneumatosis. Cystic pneumatosis is not in- 
frequent. It is of interest primarily from the patho- 
logical point of view as it occurs practically only in 
oriental countries. It is characterized by the appear- 
ance of multiple gas-filled cysts on the serous surface 
of the intestines. Clinically it may suggest appendi- 
citis, peritonitis, or obstruction with distention and 
tympanites. It is not limited to any one part of the 
bowel. It appears and subsides spontaneously. As 
a rule it lasts from a few days to a week. When the 
abdomen is opened, all of the intestines are seen to 
be covered by grayish-white transparent cysts filled 
with gas. The cysts vary in size from that of a pin- 
head to that of an orange. They may be discrete or 
confluent. Sometimes they resemble a cluster of 
grapes. The intestinal wall is thickened, boggy, and 
crepitant to the touch. If pricked, the cysts collapse, 
leaving thin sacs. In some of the cysts a small 
amount of purplish fluid has been found in addition 
to the gas. Microscopic section of the cyst wall may 
show the presence of the outer layers of the intes- 
tine. Malignant degeneration has never been noted. 
No satisfactory conclusions have been reached re- 
garding the etiology. The gas is not toxic and does 
not produce peritonitis. 

Neuroblastomata. Only 2 cases of neuroblastoma 
of the small intestine have been reported in the liter- 
ature. The origin of the neoplasms is believed to be 
the chromaflin cells of the autonomic nervous sys- 
tem, but the etiology and development are obscure. 
Neuroblastomata are definitely invasive. They grow 
through all of the coats of the intesiine. They are 
irregular, and in gross section may suggest carcino- 
mata. Their consistency is firm unless necrosis has 
begun, when the neoplasms become friable. The 
color is usually white with a pinkish tint. Ritter’s 
description is cited. 


SECONDARY TUMORS 


Secondary growths in the small intestine simulate 
primary growths. The most common site of the 
primary growth is the stomach, and the next most 
common sites are the pancreas and uterus. In only 
5 of the cases reviewed by the author was the pri- 
mary growth located above the diaphragm. ‘This 
fact indicated that metastasizing cells are carried 
largely by the lymphatics. Metastasis occurred in 
the jejunum only once, whereas the duodenum and 
ileum were frequently invaded. Secondary invasion 
is divided approximately equally between extension 
and metastasis. 


CLINICAL ASPECTS 


A correct pre-operative diagnosis of tumor of the 
small intestine is seldom made on the basis of the 
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symptoms and physical signs alone. Roentgeno- 
grams are the chief diagnostic aid, but are not in- 
fallible. The symptoms and signs are brought about 
largely by the mechanical condition produced by the 
tumor and to a lesser degree by the constitutional 
effects of the tumor. The symptoms of benign and 
malignant tumors are somewhat similar except when 
the latter are sufliciently invasive to cause constitu- 
tional manifestations. The author discusses the 
symptoms, physical signs, roentgen observations, 
diagnosis, treatment, and prognosis. 

The article concludes with a report of 12 cases 
illustrating the various types of tumors of the small 
intestine. Emit C. RosrtsHek, M.D. 


Wakeley, C. P. G., and Rutherford, R.: Carcinoma 
of the Cecum. A Discussion of Its Incidence, 
Diagnosis, and Treatment, with a Report of 
Twenty-Five Personal Cases. Brit. J. Surg., 1932, 
XX, QI. 

If the rectum is excluded, 10 per cent of all cancers 
of the large intestine occur in the cecum. During 
the period from 1920 to 1929 inclusive, 322 patients 
with carcinoma of the large bowel exclusive of the 
rectum were admitted to King’s College Hospital, 
London. Among these there were 31 of primary 
cancer of the cecum. 

The blood supply of the cecum is derived from 
the artery of the mid-gut, namely, the superior 
mesenteric artery. The vessels concerned are the 
anterior and posterior cecal arteries, branches of the 
ileocolic artery, a terminal derivative of the superior 
mesenteric artery. The blood supply is more readily 
seen if the cecum is examined from behind. The 


posterior cawcal artery is the larger of the two and 


gives off the artery to the appendix. It is evident 
that if an attempt is made to ablate the cecum alone, 
some of the collateral vessels are endangered. These 
are the ileal branch of the ileocolic artery, which 
supplies the terminal 8 in. of the ileum, and the 
right colic artery, which is responsible for vascular- 
ization of the ascending colon and part of the trans- 
verse colon. In order to avoid the risk of gangrene, 
the resection for carcinoma of the cecum must 
include not only the cecum but also the terminal 
8 in. of the ileum, the ascending colon, and the 
proximal 3 or 4 in. of the transverse colon. 

The lymphatic vessels of the caecum follow the 
vascular channels. The lymphatic glands are 
grouped as follows: (1) anterior and posterior cecal 
glands, and (2) appendicular glands, ileal glands, 
and right colic glands. Any or all of these glands 
may be involved in cancer of the cecum. It has 
been estimated that the lymph glands are involved 
in 32 per cent of cases of cecal cancer. 

The youngest patient with cancer of the cecum 
whose case has been recorded was a girl of fourteen 
years. Asa rule the condition develops in the fifth 
decade of life or later. In too cases reported from 
the Mayo Clinic the average age was forty-nine 
years. The condition is twice as common in males 
as in females. If constipation were an important 
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etiological factor, females would have the disease 
more frequently than males. It is significant that 
cancer occurs commonly in those parts of the ali- 
mentary tract which are developed from the fore- 
and hind gut. Carcinoma of the small bowel is 
very rare, constituting only about 2 per cent of all 
cancers of the intestines. The reaction of the con- 
tents of the stomach and large bowel are acid, while 
that of the small intestine is alkaline. In the stomach 
cancer is common. It is possible that the mucosa 
lining the outer wall of the cecum is injured by the 
impingement of the alkaline juices of the small 
intestine squirted through the ileocecal valve. 

Cancer of the cxcum varies in its histological 
type. The most common type of cecal cancer is 
the adenocarcinoma. In fibrocarcinoma, ulceration 
usually occurs, and infiltration of the muscular wall 
by atypical cancer cells occurring in groups is a 
more or less constant feature. Colloid carcinoma, 
better termed ‘‘mucoid degeneration,” may occur 
in adenocarcinoma. In this condition microscopic 
examination may show loss of all structure. Carci- 
nomata arising from polypi are rare in the cecum. 

The cancer begins in the mucous membrane in 
the outer wall of the cecum opposite the ileocecal 
valve, usually in the form of an adenocarcinoma. 
It extends downward to the caput ceci and later 
upward toward the ileocecal valve. The ileocecal 
valve is not involved until comparatively late. 
The majority of patients present themselves for 
examination on account of a lump in the right iliac 
fossa. In some, the growth projects into the lumen 
of the cecum as a large fungating cauliflower-like 
mass, and septic absorption and toxemia associated 
with leucocytosis may occur. In others, the growth 
tends to infiltrate the wall and a carcinosis of the 
peritoneum may result. Ultimately the liver be- 
comes the site of secondary deposits of cancer cells. 

The symptoms of cancer of the caecum are very 
variable and do not conform to any definite type. 
The most constant feature is the presence of a 
palpable tumor mass. If the growth finally obstructs 
the ileocecal valve, symptoms of intestinal obstruc- 
tion rapidly ensue. Pain is rare, but constipation 
is common. Anemia of varying degree may be 
present. Tenderness in the right iliac fossa may 
lead to a diagnosis of appendicitis. The patient 
seldom complains of nausea. The average duration 
of the symptoms before operation varies from nine 
months to two years. Blood was found in the 
stools in only 3 of the cases reviewed by the author. 
In cases with a palpable mass in the right iliac fossa 
the condition must be differentiated from ileocecal 
tuberculosis, appendiceal abscess, and actinomyco- 
sis. The chief aid in the differential diagnosis is 
X-ray examination with the use of a barium meal 
or barium enema. 

Carcinoma of the cacum can be treated satis- 
factorily only by surgical measures. X-ray and ra- 
dium therapy are of little value in this condition. 
The surgical treatment is best carried out by a 2- 
stage operation. Although surgical excision of the 
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growth and ileocolostomy have been performed suc- 
cessfully in 1 stage, this is not the safest method. 
In the correct procedure a lateral anastomosis is 
made between the transverse colon and the terminal 
ileum and after an interval of from one week to 
ten days the terminal ileum, cawcum, ascending 
colon, and about 4 in. of the transverse colon are 
excised and the posterior surface of the peritoneal 
cavity is peritonized, the omentum being used for 
the peritonization if necessary. In cases complicated 
by intestinal obstruction ileocolostomy should be 
performed as a preliminary procedure. 

The authors report 25 cases of cancer of the 
cecum. Joun W. Nuzum, M.D. 


Quénu, J.: Bilateral Exclusion of the Large In- 
testine with Opening of the Two Ends of the 
Excluded Segment as a Preliminary to Total 
Colectomy (De l’exclusion bilatérale du gros in- 
testine avec ouverture des deux bouts du segment 
exclu comme op¢ration préliminaire de la colectomie 
totale). Bull. et mém. Soc. nat. de chir., 1932, \viii, 
688. 

The author reports the case of a man thirty-six 
years of age who had a cancer of the splenic flexure 
causing obstruction. Histological examination 
showed the necplasm to be a cylindrical epithelioma. 
The first stage of the operation was a simple latero- 
lateral ileosigmoidostomy performed November 7, 
1929. This was not expected to overcome the 
obstruction of the colon, but was intended to keep 
it from becoming any worse by allowing the intestinal 
contents to pass directly from the small intestine 


into the rectum. After this procedure the patient 
stopped vomiting and passed gas, and a few days 


later simple purgatives resulted in a stool. Two 
weeks later the patient had recovered sufficiently for 
bilateral exclusion of the entire colon. The two 
ends of the excluded part were then opened through 
the skin. The author regards this procedure as the 
essential part of his operation. The colon was 
irrigated from both ends. Fluid passed in at one end 
failed to come out of the other. If only one end 
had been opened the whole colon would not have 
been irrigated. Quénu attributes the unfavorable 
effects of exclusion complained of by most surgeons 
to the fact that they open only one end of the seg- 
ment to be resected. In an effort to overcome these 
poor results they shorten the segment to be resected. 

The author’s case proves that all of the colon can 
be resected if the excluded colon is irrigated from 
both ends. After daily irrigation for two months, 
total colectomy was performed on January 30, 1930. 
The patient was in good condition and had gained 
11 kgm. Recovery from the colectomy was unevent- 
ful. The patient is now still well and able to carry 
on his work as a fish dealer. 

The left colon was opened directly on the skin and 
the right colon indirectly through a short segment of 
ileum. The ileostomy was therefore protected by 
Bauhin’s valve which remained constantly con- 
tinent. As the spleen which was adherent to the 
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tumor was torn, splenectomy was necessary. The 
splenectomy had no unfavorable sequela. Today, 
two years after the operation the blood count is 
practically normal. Lymphocytosis is present, but 
does not appear to have any special significance. 
AupREY Goss Morcan, M.D. 


Corachan, M.: Inflammatory Strictures of the 
Rectum (La estenosis rectal inflamatoria). rch. 
de med., cirug. y especial., 1932, Xili, 420. 

Inflammatory rectal stricture is secondary to a 
pararectal lesion which is principally of lymphatic 
origin. In most cases it is secondary to a lympho 
granulomatosis. It is thus a progressive affection 
with no tendency toward spontaneous cure. It is 
often reproduced in the upper segment of the rec- 
tosigmoid after complete excision and anastomosis. 

Histological study of inflammatory rectal stric- 
tures fails to show the dense fibrous tissue formation 
which might be expected. Connective tissue ele 
ments are found in a rather loose meshwork. 
Scattered throughout the submucosa and_ the 
muscular and subserous layers are nodes and strands 
of densely packed plasmatocytes, a feature which is 
specific for this lesion. There is also an infiltration of 
the same type of cells in the pararectal lymph glands. 
This histological structure is not found in inflamma 
tory strictures in other parts of the body. 

Proctitis is not the cause of stricture, but a second 
ary efiect. If we bear in mind that in none of the 
specific varieties of proctitis—gonorrhceal, tuber- 
culous, or ulcerous—is there a tendency toward sten- 
osis, it appears evident that the mucosal lesion is 
not primary in the pathogenesis of stricture. 

The lesion of the pararectal lymphatic glands 
probably has its origin in a genital or anorectal in 
fection and in the majority of cases is of the nature 
of a lymphogranuloma. In the beginning, proctitis 
follows lymphatic stasis and retrograde lymphangitis 
from the inflamed glands. Perirectal suppuration 
may result in a similar manner. 

Patients suffering from inflammatory stricture of 
the rectum usually come to the surgeon in such an 
advanced stage of the condition that the formation 
of a permanent artificial anus is the only treatment 
of any avail. Dilatation, cauterization, and rectot- 
omy should not be attempted. The technique of 
colostomy by the method of Cuneo has been modified 
so that the patient has considerable muscular con- 
trol and can easily irrigate the loop of bowel. A flap 
of skin and subcutaneous tissues is turned upward 
from the left iliac region and a loop of sigmoid 
brought out through a gridiron muscular incision. 
The bowel is cut across and the distal end closed and 
dropped back into the abdomen. The muscles are 
closed about the upper portion of sigmoid. This 
segment is then brought out through a new opening 
in the skin below by tunneling the subcutaneous 
tissue. The new skin incision is then closed around 
the end of the bowel and the original skin flap re- 
sutured so that the terminal sigmoid occupies a sub- 
cutaneous position. 
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After colostomy the general condition soon returns 
to normal and the local ulcerative condition im- 
proves. Further treatment of the strictured area 
must depend upon the extent of the pathological 
changes present. Plastic resection of the strictured 
area with an attempt to preserve the sphincters is 
not advisable. Complete extirpation of the affected 
rectum should be performed after the infection has 
subsided. Formerly, the combined abdomino- 
perineal method was employed, but this has now 
been abandoned for the use of the perineal route 
alone. Wituram R. MEEKER, M.D. 


Dukes, C. E.: The Classification of Cancer of the 
Rectum. J. Path. & Bacteriol., 1932, xxxv, 323. 


Cases of cancer of the rectum are graded by the 
author according to the extent of the lesion. Group 
A is made up of cases in which the growth does not 
extend beyond the wall of the rectum; Group B, of 
those with extension into the extrarectal tissue with- 
out regional metastases; and Group C, of those with 
lymph-node involvement. This report is based on 
215 operable cases treated by excision of the rectum. 

In the author’s procedure the segment of gut re- 
moved is sent to the laboratory without opening or 
fixation. In the laboratory it is opened along the wall 
opposite the growth, washed with formalin solution, 
pinned out flat on a large piece of cork, and im- 
mersed in a 10 per cent formalin solution for two 
days. Thin slices are then cut through the tumor 
from within outward. The firm, yellowish-white 
cancerous tissue is usually seen to have a well- 
defined boundary. A block of tissue is removed 
from the region of greatest penetration with equal 
parts of tumor and apparently normal tissue. The 
first impression as to the extent of the growth is 
seldom changed by microscopic examination. 

In the beginning, while it is limited to the mucosa 
and submucosa, cancer of the rectum is a proliferat- 
ing epithelial growth with an appearance suggesting 
its development from an adenoma. Infiltration re- 
sults in ulceration dependent upon the depth of 
penetration. The two types of the traditional 
classification—the projecting and the ulcerating 
types—represent different stages in the evolution of 
the growth and not two varieties of tumor. Lymphat- 
ic metastases are usually not found until, by con- 
tinuity, the carcinoma has reached the extrarectal 
tissues. Metastases at an earlier stage have been re- 
ported, but must be rare as none was found in the 38 
cases of Group A reviewed by the author. A com- 
plete cure may be obtained if the growth is removed 
before it penetrates the rectal wall. The only 
generalization possible at present is that cases of 
projecting tumors without fixation of the rectum 
probably belong to Group A or B, and those of deeply 
ulcerated lesions almost certainly belong to Group C. 
There is no relation between the surface area and the 
depth of penetration. 

Of the 215 cases reviewed, 18 per cent belonged to 
Group A, 35 per cent to Group B, and 47 per cent to 
Group C. In the cases belonging to Group A there 
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have been only 3 deaths and these were due to a 
cause other than carcinoma. The findings of the 
follow-up in the cases reviewed justify the prognosis 
of a complete cure in cases of Group A and a good 
prognosis in those of Group B. In cases of Group C, 
surgical treatment has been disappointing. 

The report for 1927 of the Ministry of Health on 
cancer of the rectum says that the average survival 
period up to the end of five years after excision was 
two and fifty-three hundredths years. The estimated 
survival in untreated cases is one and fifty-nine 
hundredths years. It remains to be seen whether ex- 
cision in cases belonging to Group C will be followed 
by longer survival. The majority of cancers of the 
rectum are adenocarcinomata. Colloid cancer is un- 
common in the rectum, and scirrhous cancer is rare. 

Dukes has compared the grading of his cases with 
histological grading by Broder’s method. By 
Broder’s method, tumors are graded according to the 
degree of cellular differentiation, as cells that are well 
differentiated have less power of reproduction. In 
tumors of Grade 1, from 75 to roo per cent of the 
cells are differentiated; in those of Grade 2, from 50 
to 75 per cent; in those of Grade 3, from 25 to 50 per 
cent; and in those of Grade 4, from o to 25 per cent. 
In using this grading as a basis for prognosis in rectal 
cancer, Broders and Rankin found that the best 
results were obtained in cases of Grade 1 and very 
poor results in those of Grade 4. The arrangement 
and differentiation are not uniform throughout the 
growth, the cells being less differentiated in the 
area of invasion than in the surface layers. 

The conclusion reached was that cellular differ- 
entiation is of definite value for prognosis as all of the 
patients with lesions of Grade 1 were alive after three 
years and most of those with lesions of Grade 3 were 
dead. However, from 50 to 60 per cent of cancers of 
the rectum are of Grade 2, in which the prognosis is 
indefinite. The differentiation must be judged from 
a study of the tumor as a whole and not from a single 
microscopic field. 

In the author’s opinion classification according to 
the extent of the growth is a more reliable aid in the 
prognosis than the degree of cellular differentiation 
because if a highly malignant growth is removed 
before it has reached the extrarectal tissues and 
before metastasis has occurred the patient has a 
much better chance of recovery than if he had a 
lesion of Grade 1 which had progressed to the stage 
of metastasis. E. S. Pratt, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Finsterer: The Value of Choledochoduodenostomy 
in the Treatment of Suppurative Cholangeitis 
and the Liver of Biliary Stasis (Ueber den Wert 
der Choledochoduodenostomie fuer die Behandlung 
der eitrigen cholangitis und der Gallenstauungs- 
leber). 56 Tag. d. deutsch. Ges. f. Chir., Berlin, 1932. 


In the treatment of suppurative cholangeitis with 
or without occlusion by stone provision must be 
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made for an unobstructed outflow of the pus and 
bile after removal of the obstruction. For this pur- 
pose drainage of the hepatic duct, dilatation and 
stretching of the papilla, and choledochoduodenost- 
omy are available. Of the 524 cases in which the 
author has operated upon the biliary tract, obstruc- 
tion of the common duct by a stone or cholangeitis 
was found in 89. In 56 of the latter an external 
choledochoduodenostomy was performed; in 4, a 
transduodenal choledochoduodenostomy; in 11, su- 
ture of the common duct; and in 18, drainage of the 
hepatic duct. Of 42 cases of purulent cholangeitis, 
obstruction by stone was present in 4o. In 32 cases 
in which external choledochoduodenostomy was 
done there was 1 death from peritonitis caused by 
leakage due to inadequate drainage at operation. 
In another case the patient died from sepsis which 
was present before the operation. This was a case of 
complete obstruction of the common duct of five 
months’ duration in which there was a high fever, 
and streptococci were found in the blood. Death 
was the consequence of too prolonged medical treat- 
ment. 

From the standpoint of the severity of the condi- 
tion and the ages of the patients, the mortality of 
from 3.1 to 6.2 per cent was relatively low. High 
fever with obstruction of the common duct was 
present in 8 cases for two to four weeks; in 4 cases, 
for two months; in 6 cases, for three months; in 6 
cases, for four months; in 4 cases, for six months; 
in 1 case, for seven months; and in 1 case, for nine 
months. Five patients were between forty and 
forty-nine years of age; 12, between fifty and fifty- 
nine; 11, between sixty and sixty-nine; and 4, be- 
tween seventy and seventy-seven. 

Transduodenal choledochoduodenostomy was 
done in 2 cases in which stones were impacted in the 
papilla. One of the patients was cured and the other 
died of pancreatitis which was present before the 
operation. 

In 8 cases of hepatic duct drainage in young pa- 
tients (2 under forty years of age, 4 between forty- 
one and fifty years old, 1 fifty-eight years old, and 1 
sixty-four years old) with obstruction of the com- 
mon duct of short duration (two to four weeks in 6, 
six weeks in 1, and eight weeks in 1) there were 3 
deaths due, respectively, to subphrenic abscess, 
cholemic hemorrhage, and cardiac failure brought 
about by pancreatitis or the anesthetic. 

Because oi the severe liver damage associated with 
the disease, further damage from ether anesthesia 
must be avoided. The author almost always oper- 
ated under paravertebral or splanchnic anesthesia. 
To regulate the flow of bile, decholin was injected 
intravenously. 

In spite of the severity of the cases, the late results 
were very good. The liver swelling rapidly subsided, 
the general condition became good, and there was a 
considerable gain in weight. Of 18 patients operated 
upon from three to nine years previously 15 were 
found alive and free from complaints. Two died 
entirely free from complaints referable to their previ- 
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ous trouble. One of the latter, a woman eighty- 
three years old, died from apoplexy after six years. 
The other, a man seventy-four years old, died from 
influenza pneumonia after three and a half years. 
In the case of a woman fifty-seven years old recur- 
rence of the symptoms three and a half years after 
operation was explained at laparotomy by a car- 
cinoma of the pancreas which was encroaching on 
the duodenum. Temporary improvement followed 
gastro-enterostomy. 

The author concludes that external choledocho- 
duodenostomy is thoroughly justified also in sup- 
purative cholangeitis. He prefers it to hepatic duct 
drainage. He believes that hepatic duct drainage is 
to be considered only when the associated obstruc- 
tion of the common duct has been of short duration 
and the wall of the duct is still thin. When it is fol- 
lowed by persistent or recurring complaints, chole- 
dochoduodenostomy must be performed at a second 
operation. STETTINER (Z). 


Bachy, M. G.: A Study of Cholelithiasis Based on a 
Personal Series of 145 Cases (Etude de la lithiase 
biliaire d’aprés une statistique personelle de 145 cas). 
Rev. de chir., Par., 1932, li, 229. 

In an article of 177 pages the author reviews his 
experience in 145 cases of cholelithiasis and compares 
these cases with a similar series which were reported 
in 1913. 

He states that in early mild cases treatment with 
urotropin, sodium benzoate, and sodium salicylate 
and regulation of the diet often relieves the symp- 
toms. In true calculous cholecystitis, indetinite de- 
lay of operation exposes the patient to the dangers of 
perforation, peritonitis, ileus, and malignancy. 

Ileus from the impaction of a stone in the intestine 
is a more common accident than is generally sup- 
posed and usually has a high mortality. In a case 
reported by the author the duodenum was ob- 
structed. 

Peritonitis results from propagation of the infec- 
tion through the wall of the gall bladder, perforation 
of the gall bladder, or inundation of the peritoneum 
by a mixture of bile and pancreatic juice without the 
occurrence of perforation. The cause is usually a 
stone lodged in the ampulla of Vater. Peritonitis in 
the absence of perforation can be cured in a fair 
proportion of cases by early operation. Cholecystec- 
tomy is preferred to simple drainage. Perforation of 
the gall bladder is extremely grave. With chole- 
cystectomy and drainage the author obtained 2 re- 
coveries in 1o cases. The recoveries occurred in 
cases which were treated within the first twenty- 
four hours. 

Cancer of the gall bladder is never operable. Its 
frequency is a strong argument for early operation 
in cholelithiasis. 

Of 12 emergency cholecystectomies, 10 were fol- 
lowed by recovery and of 6 cholecystostomies, 5 
were followed by recovery. All were performed in 
cases of advanced acute cholecystitis. The author 
favors removal of the gall bladder, especially when 
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the wall shows plaques of necrosis. He reserves 
drainage for patients of advanced age or with low 
resistance. It may be performed under local 
anesthesia. 

In a long discussion of chronic cholecystitis the 
author says that in the presence of a biliary fistula 
X-ray examination after the injection of lipiodol is 
always profitable. Three cases of strawberry gall 
bladder were cured by cholecystectomy. In 1 of 
these there were intramural calculi such as have been 
described by Gosset and others. In spite of the re- 
cent revival of cholecystostomy, the author prefers 
cholecystectomy. 

When the liver is enlarged and there are other 
obvious signs of hepatitis, drainage of the ducts is 
indicated and removal of the gall bladder is ad- 
visable. 

In the discussion of cholecystitis with predominat- 
ing gastro-intestinal symptoms, various accidents 
are mentioned. In 1 case seen by the author the 
duodenum was obstructed by a calculus. Obstruc- 
tion usually has a very high mortality. Periduo- 
denitis is seldom an indication for gastro-entero- 
stomy. When gastro-enterostomy is necessary it 


should be done at a second operation. Although the 
appendix is frequently diseased, its routine removal 
is not advisable. 
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Of the pre-operative measures to be taken, the 
author believes that a determination of the blood 
urea is the most important. 

The preferred incision is a midline incision or the 
transverse incision of Sprengle. Kehr’s incision is 
responsible for a large number of eventrations. 

Direct exploration of the common duct should be 
done routinely as a stone in the common duct may 
cause no symptoms. 

When even mild pancreatitis is present drainage of 
the ducts is indicated. 

In removing the gall bladder the author employs 
the retrograde method routinely because the neck is 
generally free from adhesions. No effort is made to 
remove the cystic duct entirely. In fact, it is prefera- 
ble to leave a stump about 1 cm. long. 

Subserous cholecystectomy is not always tech- 
nically feasible. 

Drainage of the subhepatic area is established 
routinely. Recently the author has used rubber 
tissue to advantage. 

The most common causes of death are cardiac and 
renal complications. The best results are obtained 
by cholecystectomy. After operation for chronic 
cholecystitis digestive disturbances are not un- 
common, but as a rule they yield promptly to 
dietary treatment. Abert F. De Groat, M.D. 
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UTERUS 


Spivack, M.: The Histopathology of the Uterus in 
Relation to So-Called Essential or Idiopathic 
Uterine Bleeding. Surg., Gynec. & Obst., 1932, 
liv, 733. 

“Essential uterine bleeding” is defined as bleeding 
from the uterus in the absence of clinically detectable 
pathological changes in the genital tract except 
possibly enlargement of the uterus. It is called 
also “chronic metritis,” “fibrosis uteri,” ‘““myopathia 
hemorrhagica,” ‘“pseudometritis,’ and ‘uterine 
sclerosis.”” Its cause is not known. 

The author made histological studies of the uterus 
in sixteen cases in which there was vaginal bleeding 
of varying severity and duration, and nine cases 
in which the uterus was removed because of some 
other condition. 

Of the sixteen cases of bleeding uterus, patholog- 
ical changes were found in the ovaries in 60 per cent 
and disease of the tubes with or without disease 
of the ovaries in 36 per cent. 

Ten of the women with uterine bleeding were in 
the fourth decade of life, four were in the fifth, one 
was in the sixth, and one was in the seventh. Five 
were nullipare, three were pare-ii, one was a para- 
iii, one a para-vi, one a para-vii, one a para-ix, and 
one a para-xv. The parity of three was not deter- 
mined. The shortest period of bleeding was four 
days and the longest two months. In the majority 
of the cases the bleeding had been continuous for 
three or four weeks. 

On histological examination of the bleeding uteri 
hypertrophic and hyperplastic changes in the en- 
dometrium were found in ten (70 per cent) of the 
cases, cystic glands in five (35 per cent), and necroses 
of the stroma in five (35 per cent). Distinct signs 
of chronic inflammation of the mucosa were ob- 
served in only one case, in which radium had been 
introduced. Fibrosis was the rule. In twelve cases 
the fibrous tissue exceeded the myomatous tissue. 
In four cases the amounts of both were equal. The 
extreme amount was observed in aged and mul- 
tiparous women. ‘The elastica was increased in 
amount only in the parous uteri. The amount bore 
no relationship to the severity of the bleeding. In 
eleven cases the blood vessels were thickened. The 
thickening was most marked in aged and multiparous 
women. Endometriosis was found in eight (50 per 
cent) of the cases. 

Of the patients without bleeding of the uterus, one 
was in the second decade of life, one was in the third, 
four were in the fifth, and two were in the sixth. The 
age of one is unknown. One was a nullipara, two 
were pare-i, one was a para-iii, one a para-iv, and 
one a para-v. The parity of three is unknown. In 
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the cases of three (33 per cent), the endometrium 
was hypertrophic and hyperplastic. In 5 (55 per 
cent), cystic glands were found. Fibrous tissue 
exceeding muscle was present in four (44 per cent). 
Elastic tissue was increased to a varying degree in 
all parous uteri. Thickening of the blood vessels was 
seen in six (66 per cent) of the cases. Endometriosis 
was found in four (44 per cent). There was ne 
necrosis or inflammation in the endometrium. 

The author reports also experiments carried out 
on dogs, rabbits, and guinea pigs, with the female 
hormone in an attempt to determine whether the 
prolonged hyperemia incidental to hyperfunction 
of the uterus will produce fibrosis, and whether 
prolonged action of the female sex hormone is 
capable of creating a histological picture similar to 
that of hyperplasia of the endometrium. It was 
found that ‘‘amniotin” in the dosage used was not 
sufficiently efficacious to produce the expected 
pathological picture; it caused only mild _pre- 
cestral changes. 

The author concludes that there is no single fea- 
ture or combination of features which is pathogno- 
monic of idiopathic uterine bleeding. 

M. C. Exreicnu, M.D. 


Courty, L.: Acute Axial Torsion of the Fibromatous 
Uterus (La torsion axiale aigue de l’utérus fibro- 
mateux). Presse méd., Par., 1932, xl, 790. 

Acute axial torsion of the fibromatous uterus must 
not be confused with the torsion of a subserous or 
interstitial fibroma. Torsion of pedunculated growths 
on the body of the uterus is frequently described. 
In the 2 cases of acute axial torsion of a fibromatous 
uterus reported by the author the uterus was 
twisted on the collum uteri. About roo cases have 
been recorded in the literature. The condition 
occurs most frequently in older women with fibro- 
mata developing in the abdominal cavity outside of 
the pelvis. The elongation of the uterine isthmus is 
of great importance in its causation. The immediate 
cause may be sudden movements or contractions of 
the abdominal wall, but is often obscure. 

The torsion generally occurs from left to right. 
It ranges from go to 360 degrees. Cases of complete 
section of the uterus have been reported. A sound 
cannot be passed into the uterine cavity. If opera- 
tion is not performed immediately, hamatometra 
results. The subperitoneal pelvic connective tissue 
becomes infiltrated with blood. The fibroma itself 
may undergo aseptic necrosis or infected gangrene. 
Blood is found in the broad ligaments and the 
abdominal cavity. 

In the case of an older woman known to have a 
uterine fibroma the condition should be suggested 
by sudden excruciating pain accompanied by shock 








and nausea which occurs first in the lower abdomen 
and later becomes generalized. The abdomen is 
soft, and a large hard tender mass is palpable. On 
vaginal examination the vaginal dome seems un- 
usually high and the uterus is found to form a mass 
with the tumor palpated through the abominal wall. 
In one of the author’s cases extra-uterine pregnancy 
was simulated. This is the pseudohemorrhagic 
form. In some cases the uterine torsion produces 
intestinal obstruction. This may be either mechani- 
cal or paralytic. In others, the attacks are at- 
tenuated, lasting only a few hours, but have a 
tendency to recur. Identical symptoms may be 
produced by the torsion of an ovarian cyst or solid 
tumor and by acute salpingitis superimposed on an 
old fibroma. 

In cases not operated upon the mortality is 63 
per cent, whereas in those receiving surgical treat- 
ment it is 8 per cent. 

As a rule subtotal hysterectomy is indicated, but 
should be delayed a few hours for the shock to 
subside. Very rarely, when the general condition 
is poor and the degree of torsion is slight, it may be 
possible to secure a successful result simply by un- 
twisting the fibromatous uterus. 

Geza De Takats, M.D. 


Spinelli, M.: The Treatment of Cancer of the 
Uterus at the Spinelli Clinic (1) trattamento del 
cancro dell’utero nella clinica Spinelli). Actino- 
terapid, 1932, X, 71. 

Spinelli presents the results obtained in 570 cases 
of cancer of the uterus treated at his clinic in Naples 
during the period from November, 1914, to De- 
cember, 1931. These cases were divided as follows: 





























: Cases treated | Cases treated 
Location or stage | Total number | in period from | in period from 
of lesion of cases 1914 to Dec., | 1927 to Dec., 
1920 1931 
Precancerous | 82 | 69 13 
Cancer of body of| 
uterus | 73 52 21 
Cancer of cervix: 
1. Operable 4 27 7 
2. Borderline | 52 40 12 
3. Inoperable 127 76 51 
4. Advanced 202 153 49 
Total | 570 | 417 153 


Lesions were classified as precancerous after a 
careful study of the history, especially with regard 
to the patient’s present complaints and family his- 
tory of a tendency toward cancer, a thorough clinica] 
study of the lesions, and biopsy on tissue removed. 

The 570 patients were treated in various ways: 
16 by operation alone (complete hysterectomy); 9 
by combined operation and irradiation; 449 by 
irradiation alone; and 96 by palliative measures. 

The percentage incidence of cure as compared 
with that in other clinics was as follows: 
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Radium and X-ray therapy 
| | ~~ 
| es a's Statistics 
Condition | 33 & Bs | 3s ae ga — 
aK | 35 | &s | 28 E— % Heyman 
[al | mS | aS age 
Precancerous FE nF | 
Cancer of corpus | 42.8 | ‘. | | aves 42 
Cancer of cervix: | | 
1. Operable 58.1 | 47.8 | 42 | 50 62 
29 
2. Borderline | 31.4 | 17.9 | 28 | 32 27 
3. Inoperable | 25 | 15 | 10 | I 
16.6 | 
4. Advanced | 2.8|1 2 71 o ca 








In conclusion Spinelli states that the best results 
from irradiation are obtained in large clinics where 
the treatment is given with good equipment and by 
experts. GrorcE H. Garpner, M.D. 


Kamniker, H.: The Immediate and Late Results 
of Treatment of Carcinoma of the Cervix 
Uteri (Behandlungsergebnisse und Dauerheilungen 
beim Collumcarcinom). Arch. f. Gynaek., 1932, 
cxlviii, 12. 

This is a statistical report on 522 cases of cancer 
of the cervix uteri observed in Peham’s clinic in 
Vienna in the period between 1921 and 1925. 

Ninety-seven of the cases were operable, 188 were 
borderline, 181 were inoperable, and 56 were ad- 
vanced. Operation was performed in 58.2 per cent. 
Because of the unsatisfactory results from irradia- 
tion in the earlier years, the indications for operation 
were at first rather flexible. 

Two hundred and thirty-six complete hysterec- 
tomies were performed by the vaginal route, with a 
primary mortality of 6.3 per cent. The chief cause 
of death was infection of the urinary tract. One 
hundred and fourteen (48.2 per cent) of the women 
were living and well five years later. 

Of 191 women treated only with radium, only 8 
(4.2 per cent) are living. 

Five of the 6 women whose cancer was complicated 
by pregnancy were cured by operation. 

The percentage incidence of cure at Peham’s clinic 
as compared with that of 3 outstanding European 
irradiation centers is shown in the following table: 


























Operation 
Irradiation _ and. 

irradiation 

Cases ve Sal 

Munich Paris Stockholm | *(O"Baham 

1913-1923 | 1919-1923 | 1914-1024 | 0.11905 
Operable 40.5 | 42 40.4 58.7 
Borderline 22.3 | 28 36.7 
Inoperable 10.7 | 10 16 9.9 
Advanced 1.2 | ° 1.8 
Average 15.4 | 20 | 20.6 27.9 








GerorGE H. Garpner, M.D. 




















Obogeanu, A.: A Case of Incomplete Obliteration of 
the External Orifice of the Cervix by Scar Forma- 
tion (Ein Fall von unvollstaendiger Narbenoblitera- 
tion des Orificium externum des Uterushalses). Rev. 
obst., 1931, X, 31. 


The case reported was that of a primipara 
twenty-one years old who entered the hospital for 
delivery at full term with premature rupture of the 
amniotic sac, a temperature of 38.4 degrees C., and 
tetanic uterine contractions. The fetal heart tones 
were not audible. Vaginal examination revealed 
effacement of the portio, occlusion of the external os 
by scar formation, and engagement of the presenting 
part which pushed the lower uterine segment down- 
ward. The occluded os was punctured with a small 
Hegar dilator and the cervix dilated completely by 
Bonnaire’s method. The fetus, which was macer- 
ated, was removed by embryotomy, and the pla- 
centa removed manually. Two cervical tears, 6 cm. 
long, were repaired. On the fifth day after delivery 
the uterus was brought out of the abdomen by the 
Portes method because of puerperal sepsis. Death 
occurred three days later. 

From the history given by the patient, the author 
concluded that the cervical occlusion was caused by 
cervicitis resulting from medication. Bicket (G). 


Davis, J. E.: A Study of 1,200 Cervices. 1m. J. Surg., 
1932, XVIl, 32. 

The author states that this study was concerned 
chiefly with the significance of tissue trauma and re- 
pair in relation to the development of cancer. He 
stresses the importance of taking adequate tissue 
from a site in the cervix which looks and feels ab- 
normal. For ideal histological study the specimen 
must be large enough to contain squamous epithe- 
lium, stroma, and endo-cervical epithelium. 

From his study Davis concludes that there is no 
evidence that mature normal tissues can pass over 
into a state of malignancy. He found signs of be- 
ginning malignancy most frequently in immature 
stratified epithelial cells which were exposed to 
chronic inflammatory effects. 

He states that the prevention of cervical lesions is 
a most profitable field of therapeutic endeavor. In 
cases of laceration, erosion, ectropion, infection, and 
ulceration, adequate treatment yields a cure in al- 
most every instance and prevents cancer formation 
in from go to too per cent of cases. He adds that it is 
rare to find reports of complete descensus of the 
uterus and coexisting cancer of the cervix. Cervices 
that are not lacerated or infected rarely, if ever, 
become malignant. GeorcE H. Garpner, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Serdukoff, M. G.: Plastic Surgery of the Fallopian 
Tubes. Methodsand Results (La chirurgie res- 
tauratrice des trompes. Ses méthodes et ses résul- 
tats). Gynécologie, 1932, Xxxi, 193. 


Tubal sterility is more common than was hereto- 
fore supposed. Insufflation tests and metrosalpin- 
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gography have shown impermeability of the tubes in 
about 70 per cent of cases of sterility. 

The rational treatment of resistant types of tubal 
sterility is plastic surgery such as salpingostomy, 
tubal implantation, salpingolysis, and combinations 
of different interventions. 

Any surgical intervention for sterility should be 
preceded by insufflation and metrosalpingography 
to determine the site of the obstruction. 

Before operation it is necessary to be certain that 
inflammation and infection are absent. This can be 
ascertained by a study of the sedimentation rate 
of the erythrocytes, examination of the vaginal and 
cervical flora, leucocyte counts, and the use of mas- 
sage or vaccines to light up latent infection. 

The best late results are obtained by salpingos- 
tomy. According to most reports, this procedure 
always results in cure. The immediate results of 
plastic surgery on the tubes are very good; pains 
and dysmenorrhcea cease, and the uterus is in a 
more normal position. 

The incidence of favorable results after tubal 
implantation varies from 20 to 33 per cent. The 
technique of the operation is not diflicult. The steps 
are: (1) probing of the tubes; (2) implantation by 
introducing the end of the tube, without dissecting 
it, behind the mesentery, and (3) incision for the 
implantation made at the level of the cornu in 
unilateral cases and at the level of the base of the 
uterus in bilateral cases. From fourteen to thirty- 
one days after the plastic operation the results 
should be determined by insufflation or metro- 
salpingography. This should have a favorable effect 
by destroying adhesions. 

Every woman operated upon for impermeability 
of the tubes should receive a certificate stating the 
type of intervention and the findings of postopera- 
tive insufflation or should be presented with a 
metrosalpingogram. 

After plastic surgery, normal pregnancy and 
delivery are possible, but the patient should pref- 
erably be delivered in a hospital. 

Contra-indications are: (1) active infectious or 
inflammatory processes; (2) too short an interval 
after the operation (less than three years); (3) 
marked atrophy of the uterus; (4) very advanced 
destructive changes in the ovaries; and (5) the usual 
diseases and affections that endanger life and health 
in pregnancy. 

The author performed plastic surgery for im- 
permeability of the tubes in twenty cases. In six, 
a salpingostomy was done; in ten, the tubes were 
implanted into the uterus; and in four, salpingos- 
tomy was combined with implantation. 

pita S. Moore. 


Gilardino, E.: Unusual Rupture of Ovarian Cysts 
(Rottura non comuni di cistomi ovarici). Riv. ital. di 
ginec., 1932, Xiv, 70. 

The author reports sixteen cases of rupture of 
ovarian cysts. He states that this condition is un- 
usual because gynecological diagnosis usually leads 
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to operation in the earlier stages of ovarian cysts. 
He concludes that when a diagnosis of ruptured 
follicular cyst has been made operation is contra- 
indicated. In doubtful cases operation should be 
performed without removal of the cyst. Removal 
of the cyst should be done only in cases with toxic 
symptoms. EuGENE T. Leppy, M.D. 


EXTERNAL GENITALIA 


Lenormant, C., and Contiades, X.: Abscesses of 
the Rectovaginal Septum (Les abcés de la cloi- 
son recto-vaginale). Gynéc. et obst., 1932, xXvi, I. 


Localized abscess formation in the rectovaginal 
septum is not uncommon despite the paucity of case 
reports in the literature. The authors report five 
cases, including two which were first reported by 
Lenormant in 1931. 

Collections of pus in the rectovaginal septum re- 
sult from infections of the uterus and cervix de- 
scending to the fibrous tissues of the rectovaginal 
septum through the lymphatics. As the vaginorectal 
lymphatic network communicates with the descend- 
ing lymphatics, a secondary infection by intestinal 
organisms also results. 

The abscesses are usually well defined. The tume- 
faction extends from a point 2 or 3 cm. below the 
posterior vaginal vault to a point 4 or 5 cm. above 
the anus. The cul-de-sac and the retrocervical space 
are not involved. 

The symptoms are similar to those of pelvic ab- 
scess—pelvic pain, a vaginal discharge, and the 
symptoms of cervical or uterine infections—but the 
condition is differentiated from pelvic abscess by the 
absence of induration in the pelvis and posterior cul- 
de-sac and limitation of the tenderness and tumefac- 
tion to the rectovaginal space. 

The abscesses are evacuated preferably by vaginal 
incision after the development of fluctuation. The 
abscess cavities contain foul-smelling pus and gas 
formed by intestinal organisms. 

The authors’ five patients recovered promptly 
after evacuation of the abscess cavity spontaneously 
through the rectum or by surgical drainage through 
the vagina. Harotp C. Mack, M.D. 


MISCELLANEOUS 


Zondek, B.: The Hormones of the Anterior Lobe of 
the Pituitary Gland. V. The Excretion of the 
Follicle-Maturation Hormone in the Men- 
strual Cycle. VI. The Influence of Ovarian 
Transplantation and of the Sex Hormone on 
the Excretion of the Follicle-Maturation 
Hormone After Castration (Ueber die Hormone 
des Hypophysenvorderlappens. V. Die Ausscheidung 
des Follikelreifungshormons im mensuellen Cyclus. 
VI. Der Einfluss der Ovarialtransplantation und der 
Sexualhormone auf die Ausscheidung des Follikel- 
reifungshormons nach Kastration). Alin. Wcehuschr., 
1931, li, 2121. 


Zondek reports on experiments to determine the 
amounts of the hormones of the anterior lobe of the 
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pituitary gland which are excreted under normal 
conditions. In an average pituitary gland weighing 
0.76 gm. which was obtained from a woman he 
found from 100 to 160 mouse units of follicle-matura- 
tion hormone and from 23 to 50 mouse units of 
luteinization hormone. In the smaller pituitary 
gland of man, weighing up to 0.46 gm., he found 
from 60 to 100 and from 10 to 25 mouse units of these 
hormones respectively; in the three to four times 
larger pituitary gland of the cow, from 100 to 274 
and 74 mouse units and in the pituitary gland of the 
pig, which weighed only one-tenth as much, 12 
mouse units of each of the two hormones. However, 
these findings are no indication of the total produc- 
tion. The total excretion of the follicle-maturation 
hormone (Prolan A) in the healthy, normally men- 
struating woman was found to be 743 rat units for 
one cycle. Thirty-two of these units were excreted 
in the post-menstruum, 175 in the intermenstruum, 
411 in the pregravid stage, and 125 during menstrua- 
tion. The daily output averaged 23 rat units and 
was least (8 rat units) in the postmenstruum. In the 
following phases it was 25, 29.3, and 25 rat units. A 
high excretion in the pregravid phase is a peculiarity 
of the human female. 

Folliculin is excreted continuously during the en- 
tire cycle, whereas Hormone A of the anterior lobe 
of the pituitary gland (follicle-maturation hormone) 
is excreted discontinuously. The corpus luteum con- 
tent of folliculin is also a peculiarity of the human 
being. The findings regarding hormonal conditions 
in animals cannot be applied to human beings. 

The follicle-maturation hormone always appears in 
the urine when the ovary ceases to function, espe- 
cially therefore after castration. It can be demon- 
strated from about the eighteenth day after the 
operation when previously its presence in the urine 
could not be shown even by the concentration 
method. The length of time required for the re- 
establishment of hormonal equilibrium has not been 
determined. Zondek illustrates this effect of castra- 
tion by the history of a case in which, several years 
after removal of the left adnexa because of tubal 
pregnancy, complete removal of the other ovary was 
necessary because of an ovarian tumor. From the 
eighteenth day, Hormone A of the anterior lobe of 
the pituitary gland was present, although it had not 
been demonstrable previously. Neither by the 
homoplastic implantation of ovary nor by con- 
tinuous subcutaneous injection of a total of 8,100 
mouse units of folliculin-menformin nor by the 
intravenous injection of 2,000 mouse units at one 
time was it possible to bring about any decrease in 
the amount of hormone of the anterior lobe of the 
pituitary gland. The amount was never less than 110 
mouse units and once it rose to 200 mouse units. 
Intramuscular injections of corpus luteum hormone 
(luteogan, Henning) were likewise without effect. 
While the symptoms of cessation of ovarian function 
were favorably influenced by the treatment, the 
hormone content of the urine was still 110 mouse 
units nine months after the operation. 














The question as to whether the substance giving 
rise to the reaction in the urine of pregnant women 
is identical with the hormone of the anterior lobe of 
the pituitary gland appears to Zondek to be answered 
by the fact that he was able to elicit the three reac- 
tions in the infantile mouse by implanting posterior 
lobe of the human pituitary gland. It was found, 
however, that the posterior lobe was penetrated by 
cell strands from the anterior lobe which consisted 
exclusively of basophile cells. When used in a similar 
experiment the posterior lobe of the cow was inac- 
tive as in this animal a similar penetration of cells 
into this lobe does not occur. Therefore it appears 
that the basophile cells produce the hormone. This 
applies only to the sex hormone; the hormone that 
influences metabolism may have another origin. 

Zondek thinks that the presence of prolan in 
malignant tumors may be a sign of increased growth 
energy. ‘The increased production of follicle-matura- 
tion hormone he regards as a reaction of the organ 
ism to the stimulated growth processes. ‘This hy- 
pothesis is supported by the fact that the prolan dis- 
appears when the vital powers fail. In men, Zondek 
has sometimes found the complete pregnancy reac- 
tion in malignant tumors of the testicle, but he has 
never found it in tumors of the prostate. The 
hormonal substances are demonstrable in the tumor 
itself, whereas they may be absent in the pituitary 
gland. If Pituitary Reactions 1 to 3 are found ina 
man the malignancy of the tumor is certain. 

It is possible to hasten the Aschheim-Zondek reac- 
tion by preliminary treatment with ether or the 
addition of dextrose to the urine. By the combina- 
tion of the two procedures the reaction can be 
shortened to twenty-four hours. 

In conclusion Zondek states that he has succeeded 
in bringing about pregnancy in infantile rats after 
treatment with the anterior lobe of the pituitary 
gland. In one of the animals the gestation went on 
to the birth of normal young. In an infantile rabbit 
an ovum was discovered about to become implanted 
in the uterine mucosa. In extended experiments it 
was possible to bring previously sterile cows into 
cestrus and gestation by administering prolan. In 
horses also, such experiments appear to hold out 
good prospects of success. In any case these experi- 
ments show that ‘‘the hormone of the anterior lobe 
is to be regarded as the predominant general and 
non-sex-specific sex hormone.” 

In the discussion of this report, WiN?tz (Erlangen) 
stated that from his research on the arterial and 
venous blood of the umbilical cord he had come to 
the conclusion that the substance excreted in the 
urine represents decomposition products of the fetus 
and not an internal secretion of the mother. 

Puitipp (Berlin) confirmed Zondek’s finding that 
pituitary gland of the pregnant woman contains no 
prolan. He stated that during pregnancy this is 


formed exclusively in the placenta. After delivery, it 
appears again in the pituitary gland. 

Frets (Breslau) supplemented Zondek’s observa- 
tions on castrated women by similar observations on 
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men. He was unable to demonstrate any changes in 
the hormone relations in men who had been cas- 
trated for a long time (by war injuries) or in men 
who had been subjected to the Steinach operation 
from ten days to six weeks previously. 

Luettce (Erlangen) called attention to the 
identity of hormonal and ferment activity. 

Fiescu (G). 


Stein, R. O.: The Treatment of Gonorrhea in the 
Female (Die Therapie der weiblichen Gonorrhoe). 
Wien. klin. Wehnschr., 1932, i, 80. 


In small girls, gonorrhoeal urethritis often heals 
spontaneously. Only rarely is it necessary to instill 
a few drops of a 2 per cent protargol solution or a 1 
per cent solution of choleval. The treatment of the 
vaginitis is very tedious. It consists in copious irri- 
gations, morning and night, with a 1:4,000 solution 
of potassium permanganate or a 1:1,000 solution of 
silver nitrate. 

In cases of inflammation of the urethra with 
stormy symptoms in adults, local therapy is contra- 
indicated. The treatment should consist of rest in 
bed, the application of heat to the region of the blad- 
der, an absolutely bland diet free from peppered and 
salty food, meat, and alcohol, and the administra- 
tion of a diuretic tea and sodium salicylate. After 
subsidence of the acute symptoms the instillation, 
once daily, of a few drops of a 2 to 5 per cent solution 
of protargol or a 2 to 8 per cent solution of choleval 
may be begun. After disappearance of the symptoms 
of irritation, applicators dipped in a 2 to 5 per cent 
solution of protargol, a 2 to 8 per cent solution of 
choleval, a 14 to 2 per cent solution of silver nitrate, 
or a 5 to 15 per cent solution of copper sulphate 
may be employed. 

Infection of the vestibular glands must be con- 
sidered. Paraurethral ducts infected with the gono- 
coccus should first be evacuated by massage with 
the finger and then destroyed with the electrolytic 
needle or by electrocoagulation. Chronic gonor- 
rhoeal bartholinitis is treated with drugs which kill 
the gonococci. These are injected into the excretory 
ducts of the glands with a fine cannula. 

Condylomata acuminata are formed not only in 
gonorrhceal leucorrhoea, but also as a reaction to the 
irritation produced by the secretion which causes a 
loss of epithelial cells that favors secondary propa- 
gation of the virus in the points of the condylomata. 
The pedicled forms of condylomata acuminata are 
removed under local anesthesia, the sites of their 
implantation then being treated with the galvano- 
cautery or by electrocoagulation. The quickly 
growing, wide-based, cauliflower-like condylomata 
are generally sensitive to the roentgen rays and are 
therefore treated by irradiation. The dose is 7 
Holzknecht units filtered by 3 mm. of aluminum. 
As a rule one treatment is suflicient, but in some 
cases it is necessary to repeat the irradiation after 
from four to six weeks. In some cases the tumors 
may be caused to retrogress by Biberstein vaccine 
therapy (from twelve to fifteen intracutaneous in- 
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jections of a carbolized sodium-chloride extract of 
carefully cleansed condylomata). 

In gonorrhcea of the cervix, irrigations are with- 
out effect and tampons are unsatisfactory. There- 
fore it is advisable to apply a 2 to 8 per cent solution 
of protargol or choleval, a 20 per cent aqueous solu- 
tion of formalin, a three times diluted solution of 
tincture of iodine, a 5 per cent solution of trichlor- 
acetic acid, or a concentrated or half diluted solu- 
tion of hydrogen peroxide by means of Playfair 
sounds after previous cleansing of the mucosa with 
a 10 per cent solution of sodium bicarbonate. Ero- 
sions of the portio heal best when touched with a 5 
per cent solution of trichloracetic acid followed by 
the insufflation of kaolin. 

In rectal gonorrhoea, suppositories containing pro- 
targol or choleval are used. 

The intra-uterine treatment of subacute and 
chronic gonorrhoea of the corpus of the uterus by the 
injection of protargol or choleval solution by means 
of ureteral catheters is described. 

Finally the author discusses the treatment of in- 
flammatory conditions of the adnexa. This includes 
the use of hot air, light baths, packing, and dia- 
thermy. 

Vaccine treatment is indicated only when the 
Mueller-Oppenheim complement-fixation reaction is 
positive. It is then carried out according to the 
recommendations of Bucura with gonococcus vaccine 
or a mixed vaccine. 

In gonorrhoea of the uterus, astonishing improve- 
ment is obtained from the intravenous injection of 
argochrom or trypaflavine. Hans HEIDLER (G). 


Fellner, O. O.: Cornified Vaginal Epithelia, @strus, 
and Menstruation (Schollenbildung, Brunst und 
Menstruation). Arch. f. Gynaek., 1932, cxlviii, 287. 

In his introduction Fellner discusses the terminol- 
ogy of the female sex hormone. To designate the 
pure substance, he continues to use his term “‘femi- 
nin” in preference to “‘folliculin,” “ovstrin,” and 
“‘menformin.” 

He has found that histological studies of the cyclic 
changes occurring in the vaginal epithelium under 
the influence of the hormone are best made on guinea 
pigs because, on account of the longer cycle in these 
animals (sixteen to sixteen and a half days, three and 
a half days of which represent the stage of epithelial 
cornification) the various phases are more prolonged 
than in the rat and mouse. 

The phase of epithelial cornification is identical 
with the premenstrual period. Just before and dur- 
ing this phase there is formed in the animal and the 
human female a functional layer which overlies the 
squamous epithelium. An intra-epithelial layer of 
cornification develops beneath the proliferating 
glands and epithelial cells in the cervix and va- 
gina. The superficial cellular layers are cast off 
while the cornified layer spreads upward from the 
lower portions of the vagina. In the post-cestrus 
phase, destruction of the proliferating tissues occurs. 
The absence of leucocytes during the phase of epi- 











thelial cornification is due to closure of the cervix 
by the proliferating epithelium and the density of 
the cellular layers and the cellular substance in the 
proliferating tissues. 

In disagreement with Mahnert, Fellner believes 
that rupture of the follicle occurs at the end of the 
phase of epithelial cornification, and that the corpus 
luteum is formed during the post-cestrus period. He 
states that the corpus luteum reaches its maximum 
development in the interval phase and degenerates 
during the post-cestrus period. 

With regard to the blood content of the uterus, 
the author concludes from his autopsy findings that 
the precornification stage is characterized by hyper- 
zmia, the cornification stage is characterized by hy- 
peremia and infiltrating hemorrhage, and the end 
of the cornification stage and the postcornification 
stage are characterized by bleeding. 

Contrary to Zondek and Aschheim, Fellner be- 
lieves that the cornified epithelia originate in the 
functionalis instead of the cornified epithelial layer. 
He calls attention to the fact that both the cornified 
cells and the functionalis are characterized by weak 
aflinity for stains, especially at the end of the cycle. 

He states that the period of cestrus is not identical 
with the cornification phase. In experiments on 
guinea pigs it was found that practically as many 
of the animals became impregnated during the corni- 
fication phase as in other phases. 

That feminin produces an inclination toward 
copulation is evident from the fact that previously 
refractory female rabbits accept the male within half 
an hour after its administration. However, if this 
period of heat is to be compared with the period 
shortly before the occurrence of bleeding in animals 
which show no cornification phase, then increased 
libido must always occur before the stage of hamor- 
rhage. In the dog, libido does not occur before eight 
days after the cessation of hemorrhage. The rabbit, 
which has neither a cycle nor a true oestrus, must be 
assumed to be in constant heat since conception 
almost always follows immediately after copulation 
and corpora lutea are almost never formed if the 
animal is not pregnant. Only after delivery is there 
a cornification phase. The corpus luteum evidently 
contains an oestrus-inhibiting substance. The rab- 
bit is able to conceive at any time because it almost 
never forms corpora lutea. 

Fellner explains in detail the value of the cornifica- 
tion stage of the mouse in the standardization of 
extracts. The number of animals in which the ovary 
regenerates after castration is so great (63 per cent 
according to Davenport) that only from twelve to 
forty may be used if the vaginal smears are to be 
carefully controlled. There are also, according to 
leading authorities such as Parkes and Bellerby, 
enormous differences between animals due to differ- 
ences in their capacity to react. Fellner finds that 
determinations based on the hypertrophy of the 
uterus of immature rabbits weighing about 1 kgm. 
is more certain. It is assumed that five animals from 
different litters manifest the average normal reac- 
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tion. Fellner injects only once and examines the 
animals at the end of six days. Only an increase 
in the cross-section of the uterus is considered as a 
unit of measure (corresponding to about twenty 
mouse units). A microscopic examination is made 
to rule out hypertrophy from pathological condi- 
tions. Fellner includes in his article a detailed table 
which gives the feminin content of various sub- 
stances as determined by various investigators. The 
number of mouse units per kilogram found by Fell- 
ner in various substances was as follows: testis, 5; 
hen’s egg, 5; fish eggs, 1,200; rye germ, 200; maize, 
150; Oats, 200; and linseed, 50. 

Fellner’s investigations have shown that feminin 
produces the cornification phase, and that the chief 
source of feminin is the corpus luteum. In contrast 
to Zondek and others, Fellner found, by his test 
based upon hypertrophy of the uterus, that the 
corpus luteum of animals as well as the human 
corpus luteum contains large amounts of feminin, 
even more than the placenta. The conflicting opin- 
ions of various investigators based on tests of extracts 
he believes may be explained by slight variations in 
the products caused by decomposition of the hor- 
mone by oxidation. Against the theory that the 
follicle is the source rather than the point of storage 
of the hormone are: (1) Zondek’s demonstration that 
the granulosa cells contain no folliculin, (2) the fact 
that the hormone content in the human female 
reaches its maximum between the fifteenth day after 
menstruation and the next menstruation, a time 
when no mature follicles are present; and (3) the 
demonstration by Seitz and Wintz that in mice sub- 
jected to intra-uterine castration by the X-rays a 
regular cycle continues in spite of the absence of 
the follicles. In animals in which Fellner destroyed 
all follicles from two to three days before the time 
of the oestrus phase (phase of epithelial cornifica- 
tion) the oestrus phase appeared at the expected 
time, showing the presence of feminin in the absence 
of the follicles. 

The onset of cestrus is determined by the formation 
of an inhibitory body in the corpus luteum in the 
stage of vascularization, and especially during its 
existence in pregnancy. When the formation of this 
inhibitory body stops, the production of feminin 
gains the upper hand, oestrus occurring when the 
feminin effect, which has been inhibited, can mani- 
fest itself. By the administration of adequate doses 
of feminin, Fellner was able to overcome the inhib- 
itory effect and bring about a constant state of 
estrus in the absence of corpus luteum formation 
(hormonal sterilization?). During pregnancy, when 
the placenta supplements the corpus luteum, he was 
able to demonstrate in animals that the cycle is not 
entirely absent; at regular intervals there appeared 
an incomplete oestrus phase showing about 20 per 
cent leucocytes. Even during pregnancy a complete 
cestrus stage can be produced by the administration 
of sufficiently large doses of feminin. As yet, Fellner 
has not succeeded in isolating the inhibitory sub- 
stance. He believes that it has not been proved 
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that this substance is formed in the corpus luteum. 
The mammary gland may have some effect. Con- 
tinued implantation of the mammary glands of 
pregnant animals resulted in absence of cestrus for a 
period of three weeks. “It is not unlikely that the 
mammary gland produces a substance which inhibits 
cestrus, either by itself or in conjunction with the 
inhibitory substance of the corpus luteum.”’ 

The increase in the production of feminin in the 
ovary during pregnancy is not suflicient to explain 
the enormous increase in excretion of feminin during 
pregnancy. The excess is formed by the placenta. 
Feminin is indispensable for maintenance of the life 
of the fetus. In animals with multiple embryomata 
the elimination of feminin by castration in the be- 
ginning of pregnancy leads to death of the products 
of conception. In the human female, however, death 
of the fetus does not occur if the amount of hormone 
produced in the ovary is sufiicient. 

In agreement with Zondek, Fellner believes that 
feminin has its origin in the theca cells, since with 
the increased production of feminin at the beginning 
of pregnancy no luteinization of the theca or inter- 
stitial cells can be demonstrated histologically. The 
difference in the findings reported with regard to the 
onset or failure of onset of cestrus following the im- 
plantation of substance or the use of extracts of the 
anterior lobe of the pituitary gland may be due to 
differences in dosage or the preparation or state of 
preservation of the substance of extracts. Only the 
lutein cells produced in transplantations are true 
lutein cells which can bring about termination of 
the cycle and proliferation of the uterine mucosa 
and musculature. The alkaline extracts of Long and 
Evans produce the oestrus phase, but the uterus re- 
mains small. Zondek’s Prolan A causes ripening of 
the follicles but no luteinization. Prolan B, on the 
other hand, produces the hormone of the corpora 
lutea and pregravid proliferation of the endometri- 
um. The alkaline extract produces the inhibitory 
substance, and Prolan B causes the production of 
feminin. Accordingly, there are four hormones in 
the anterior lobe of the pituitary gland; the growth 
hormone, the ovulation hormone, a luteinizing hor- 
mone for the inhibitory substance, and a hormone 
for the lutein cells producing feminin. According to 
Fellner’s investigations there may be still possible 
another—a substance which favors the formation of 
hxematomata, which is rare in the human female but 
more common in the pig, especially the very fat pig 
which produces less feminin. ‘This is manifested 
when small doses of prolan produce many hiemato 
mata and large doses produce only a few. Luteiniza- 
tion of the ovary under the influence of Prolan B 
leads to the production of feminin which inhibits the 
formation of prolan. This results in disintegration 
of the corpus luteum, a decrease in the amount of 
feminin, increased secretion of the anterior lobe of 
the pituitary gland, ovulation, and the formation of 
new corpora lutea. 

The course of this cycle depends upon the struc- 
ture and state of the uterus in addition to the in- 
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fluence of hormones. Implantation studies have 
demonstrated that the mucous membrane of the 
non-pregnant uterus contains the luteinizing hor- 
mone, although in only small amounts as compared 
with the decidua. During pregnancy this hormone 
is produced in large amounts in the decidua, and 
partially also, according to Fellner’s studies, in the 
chorionic villi. That this is an incretion which in- 
hibits the cycle is evident from the fact that in 
young guinea pigs whose uteri were removed shortly 
after birth the first estrus phase appeared from four 
to six weeks following corpus luteum involution, 
whereas normally it occurs at about the third month. 
In this observation the author seeks an explanation 
of the variations in menstruation following sponta- 
neous abortion and abortion by curettage, believing 
that retained endometrial fragments, through their 
secretions, increase the secretion of the anterior lobe 
of the pituitary gland. 

Feminin is to be regarded as the cause of men- 
strual bleeding. If experimental animals are main- 
tained under a constant and equal hormone influence 
by means of injections of feminin at intervals of 
thirty minutes (with the use of a preparation which 
has been purified successively with alcohol, ether, 
acetone. and again with 7o per cent alcohol), the 
uterus does not become hyperemic even after the 
injection of 1,000 mouse units, but if, after these in- 
jections, there is added injections of an ether extract 
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which has been shaken out with acidified water, it 
becomes strongly hyperemic in one-third of the ani- 
mals and moderately hyperemic in another third. 
The acidified water therefore contains a substance 
counteracting the feminin dissolved in the ether. 
Feminin increases the contractility of the rabbit 
uterus isolated in Ringer’s solution. Rapidly repeated 
doses of feminin have a haemostatic effect. 

The menstrual process cannot be explained satis- 
factorily if we proceed from the concept that the 
corpus luteum inhibits its onset. If irradiation is 
carried out during the first half of the intermen- 
struum, menstruation fails to occur because the 
corpus luteum which is thereby destroyed has not as 
vet produced enough feminin to cause bleeding. Dur- 
ing the second half of the intermenstruum a sulficient 
amount of feminin produced in the corpus luteum is 
present in the circulating blood and the inhibitory 
substance produced by the corpus luteum is absent. 
A comparative study in various animals showed that 
the maturing follicle has no effect. It is evident also 
that the granulosa cells are ineflective, as menstrua- 
tion does not take place at the time when they reach 
their maximum development. 

After reviewing the theories of Frank, Mahnert, 
and Corner, Fellner presents his own theory which is 
based on the facts cited and concludes his article 
with a review of the properties of feminin as re- 
ported by himself and others. Fiescu (G). 














PREGNANCY AND ITS COMPLICATIONS 


Essen-Moller, E.: Some Reflections on the Treat- 
ment of Placenta Previa. J. Obst. & Gynec. Brit. 
Emp., 1932, XXXix, 227. 


Essen-Mdller discusses the various methods of 
treating placenta previa and reviews briefly his 
own experience in 240 cases. 

In the older methods the attempt was made to 
stop the hemorrhage by pressing the detached por- 
tion of placenta against the exposed placental site. 
This was done by: (1) plugging the vagina (the 
oldest method), (2) rupturing the membranes, (3) 
bipolar version, and (4) the use of the metreurynter. 
By none of these procedures was it possible to stop 
the hemorrhage until the cervix had attained a 
certain degree of dilatation. 

In the newer method, cwxsarean section, the uterus 
is emptied before the cervix becomes dilated and 
consequently before the placerta has had time to 
become detached to any noteworthy extent. 

The author says that each case must be considered 
individually. In 95 of his cases puncture of the 
membranes was followed by spontaneous delivery 
with only 1 death. Harry M. Netson, M.D. 


Berkwitz, N. J., and Lufkin, N. H.: Toxic Neuro- 
nitis of Pregnancy. A Clinicopathological 
Report. Surg., Gynec. & Obst., 1932, liv, 743. 

That infections, trauma, and pressure upon nerves 
during pregnancy may produce paralysis is well 
known, but it is not generally recognized that 
paralysis may result from auto-intoxication during 
pregnancy. 

The nerve involvement dealt with in this article 
occurs as a rule in the early part of pregnancy and 
usually follows uncontrollable vomiting. Infections 
and local injuries to the sacral plexus are diflicult to 
rule out. Paralysis occurring after delivery is not 
included in this report. 

The authors have collected fifty-two cases pre- 
senting neurological changes which they believe 
were dependent upon pregnancy. They themselves 
have observed four cases. Three of their patients 
died and one recovered. They report their cases in 
detail and summarize and tabulate the fifty-two 
cases they have collected. 

Many divergent theories have been offered to 
explain the neuronitis of pregnancy. The causes 
most frequently suggested are anemia, urwmia, 
rheumatism, hysteria, and malnutrition. As 50 per 
cent of women suffer from nausea and vomiting in 
the early part of pregnancy, Bouchard concluded 
that all pregnant women suffer to a great or less 
extent from auto-intoxication. However, the cases 
of neuronitis of pregnancy studied by the authors 
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presented a picture which was distinct both clinically 
and pathologically from that of complications due to 
toxic conditions of pregnancy. 

In the neuronitis of pregnancy the clinical and 
pathological pictures of the nerve changes are the 
same as those resulting from alcoholism, infectious 
diseases, and disturbances due to diet deficiency 
such as beri-beri and pellagra. The blood chemistry 
is normal. Cloudy swelling found at autopsy is an 
index of the retention of toxic products. 

The condition occurs most frequently between the 
twenty-first and thirty-first years of age. It is most 
common also during the first and second pregnancies. 
The vomiting begins in the first two months and 
gradually assumes the pernicious form. It rarely 
responds to the usual treatments, but ceases 
abruptly when the first symptoms of paralysis 
appear. The patient is generally dehydrated and 
emaciated. The blood pressure and the temperature 
are not changed. The pulse rite is 120 or more. 

The paralysis begins in the third or fourth month. 
Starting in the lower extremities, it later involves 
the abdominal muscles, diaphragm, thorax, and 
upper extremities, and in some cases the cranial 
nerves. Optic neuritis occurred in the authors’ four 
cases. Toxic psychoses develop, and the patient 
may be delirious, confused, and disoriented. 

The urine is free from albumin and has a normal 
specific gravity. The blood picture is also normal. 
The spinal fluid is usually negative, but occasionally 
shows a slight increase in lymphocytes. 

The characteristic lesions are degenerative changes 
of the peripheral nerves and anterior horn cells and 
petechial hemorrhages in the brain and cord. 

The most satisfactory treatment seems to be 
interruption of the pregnancy as soon as definite 
neurological symptoms appear. ‘The mortality of 
the condition has been about 25 per cent, but would 
probably be greatly reduced by early treatment. 

Toxic neuronitis of pregnancy is rather rare, but 
its serious character demands a thorough neuro 
logical examination of pregnant women with hypere 
mesis. M.C. uric, M.D. 


Wilson, K. M., and Garvey, P.: Polyneuritis Gravi- 
darum a ‘‘Presumable”’ Toxzemia of Preg- 
nancy. Am. J. Obst. & Gynec., 1932, Xsili, 775. 

The authors report the cases of three women who 
presented signs of extensive polyneuritis during 

pregnancy. ‘The condition was accompanied by a 

profound mental disturbance and at the onset by 

severe and persistent vomiting. While this acute 
form is an unusual complication of pregnancy, it is 
extremely’serious, having a high mortality. 

In two of the authors’ cases there was a profound 
disturbance of the general metabolism characterized 
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particularly by a high carbon-dioxide combining 
power and a low chloride content of the blood. The 
findings were those of an alkalosis, but as the hy- 
drogen-ion concentration was within the normal 
limits, the condition must be regarded as a com- 
pensated alkalosis. In the third case no profound 
change in the metabolism was noted, but as the 
carbon dioxide combining power was 58.1 per cent 
and the content of chlorides in the blood was 464 
mgm., there was at least a tendency in the same 
direction. 

The exact cause of the condition being unknown, 
treatment can obviously be given only along general 
lines. In the presence of persistent vomiting the 
administration of fluids, saline and glucose solution, 
by various methods appears logical, as in the treat- 
ment of pernicious vomiting. As the presence of an 
alkalosis is possible, the administration of alkalies 
is contra-indicated. 

The treatment of the affected peripheral nerves 
should be along the lines of the usual treatment 
for similar lesions arising from other causes. In the 
event of permanent disability, orthopedic appliances 
may become necessary. E. L. CorNELL, M.D. 


Olsen, A.: Investigations on Renal Function in 
Eclampsia and Related Complications of 
Pregnancy (Kinige Untersuchungen ueber die 
Nierenfunktion bei Eklampsie und bei damit ver- 
wandten Schwangerschaftserkrankungen). Actaobst. 
et gynec. Scand., 1932, xii, Supp. ii. 

The author reviews the theories of different 
periods regarding the nature of the kidney of 
pregnancy and its importance in the pathogenesis of 
eclampsia. 

As both hypertension and a tendency toward 
cedema may occur in pregnancy in the absence of 
kidney disease, it is necessary, in classifying the 
kidney of pregnancy, to consider chiefly the function 
of the kidney. However, renal function in cases of 
eclampsia and related conditions must be compared 
with renal function in normal pregnant women and 
not with the renal function of normal persons who 
are not pregnant. 

From 353 determinations of the blood urea and 
the non-protein nitrogen of the blood of normal 
pregnant and parturient women the following con- 
clusions are drawn: 

1. In normal pregnant women the blood urea is 
lower than in normal non-pregnant persons, and the 
difference is so considerable that it must be biolog- 
ically conditioned. 

2. The non-protein nitrogen of the blood is re- 
duced in normal pregnancy, but only by the quan- 
tity of nitrogen which corresponds to the reduction 
in the blood urea. 

3. In the blood urea there is no distinct difference 
between the successive fortnightly periods during the 
last ten weeks of pregnancy or in parturition. 

In the cases of 44 pregnant and parturient women 
with hypertension, 54 with albuminuria, 34 with 
hypertension and albuminuria, 42 with hyperten- 
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sion, albuminuria, and cedema, 24 with pre-eclamp- 
sia, 27 with eclampsia, and 13 with various other 
complications of pregnancy, 1,100 determinations of 
the blood urea and 300 determinations of the non- 
protein nitrogen of the blood were made. From 
these the following conclusions are drawn: 

1. In all groups there is an increase in the blood 
urea as compared with the normal, and except in the 
first group, the difference is so great that it must be 
biologically conditioned. 

2. This difference increases from group to group, 
but even in cases of eclampsia values above the 
limit of the blood urea in normal pregnant women 
are rare and sometimes low values are found. 

3. In cases of pre-eclampsia and eclampsia a con- 
siderable increase in the blood urea (up to 151 mgm. 
per 100 c.cm.) is generally found during the first few 
days after delivery, whereas in the other groups an 
increase is rare. 

4. Fever, narcosis, hemorrhage, and pyuria are 
not responsible for the increase. 

To distinguish between uremia caused by over- 
production and uremia caused by retention, direct 
determinations of renal function are necessary. 

At the time of the occurrence of eclampsia the 
only direct tests of renal function which may be 
employed are those which can be undertaken with- 
out causing the patient any strain, such as Ambard’s 
or von Slykes urea test and, in certain cases (those 
with a measurable creatinin retention), the Holten 
and Rehberg creatinin test. Comparative examina- 
tions having shown that there is an almost perfect 
correlation between the results of the Ambard test 
and the Holten and Rehberg test, the author em- 
ploys the former routinely. 

Olsen summarizes the results of his functional 
tests as follows: 

1. Among “‘normal” pregnant women 2 types may 
be distinguished—one with function which is 
slightly increased and the other with function which 
is slightly reduced as compared with the renal func- 
tion of normal non-pregnant persons. Therefore 
during pregnancy the limits of the normal are some- 
what wider than in the non-pregnant state. 

2. During pregnancy, even in cases of consider- 
able hypertension, serious albuminuria, and general 
oedema, no definite reduction of renal function has 
been observed in the absence of cerebral symptoms. 

3. In 85 per cent of cases of pre-eclampsia and 
eclampsia there is a reduction of renal function 
during the first days following delivery. At first, and 
during Stroganoff treatment, this is often so marked 
as to suggest cessation of function. 

However, in 2 of 16 cases of eclampsia no reduc- 
tion of renal function whatever could be demon- 
strated. These 2 cases are discussed in detail. 

Of the cases with hypertension, albuminuria, and 
oedema, a reduction of function was noted in 41 per 
cent, but as a rule it was less marked than in cases of 
eclampsia and pre-eclampsia. 

In the remaining groups no case of definite reduc- 
tion of renal function was observed. 
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Therefore, during the period after delivery as well 
as during pregnancy, disturbances of renal function 
seem to be found chiefly in cases with cerebral 
symptoms. 

These investigations of renal function have 
demonstrated a qualitative difference between the 
kidney of pregnancy and the kidney of eclampsia, 
but none of the findings disproves the conception of 
the kidney of pregnancy as a nephrosis. 

It is shown that pathologico-anatomically as well 
as clinically and functionally there is a close resem- 
blance between the renal condition in eclampsia and 
the renal condition caused by temporary interrup- 
tion of the circulation of blood through the kidney. 
The author therefore considers it probable that the 
renal condition in eclampsia is caused by spastic 
contraction of the arteries. 

As the cerebral symptoms occurring in cases of 
eclampsia and eclamptic uremia are identical, he 
believes it logical to suppose that they have the same 
immediate pathogenesis. However, as eclampsia may 
develop without albuminuria and as hypertension 
and the tendency toward the development of oedema 
are of extrarenal origin, the clinical picture of 
eclampsia cannot rightly be designated as eclamptic 
uremia. 

Finally the author points out the possibility that, 
under certain conditions, the change in the quantita- 
tive relation of the blood colloids and therefore the 
tendency toward the development of oedema might 
be explained solely by the withdrawal by the fetus of 
materials for the formation of its proteins. 


Bruusgaard, C.: Diabetes and Pregnancy (Diabetes 
und Schwangerschaft). Norsk. Mag. f. Legevidensk., 
1932, XCVill, 33. 

Among approximately 40,000 women delivered in 
the Gynecological Clinic of the University of Oslo 
in the last twenty-five years there were 12 women 
with diabetes mellitus who altogether had 17 preg- 
nancies. 

The diagnosis of diabetes mellitus complicating 
pregnancy may be quite difficult as two physio- 
logical anomalies of pregnancy—the glycosuria and 
the acidosis of pregnancy—have a resemblance to 
the disturbance of metabolism due to diabetes. The 
glycosuria of pregnancy differs from the lactosuria 
of advanced pregnancy and the puerperium in that 
the lactose is not fermented by ordinary beer yeast. 
The glycosuria of pregnancy is an extra-insular irri- 
tation glycosuria. In this condition the blood-sugar 
content is usually normal and the excretion of sugar 
is small and practically independent of the carbo- 
hydrate intake. All diabetic complaints are absent. 
The condition is harmless and disappears at the 
termination of pregnancy. The blood-sugar curve 
after the oral or intravenous administration of sugar 
isnormal. The glycosuria is refractory to the admin- 
istration of insulin. 

The acidosis of pregnancy is increased by a diet 
poor in carbohydrates. A disturbance of liver func- 
tion may easily be assumed. 
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It has long been recognized that diabetic women 
seldom become pregnant. The incidence of preg- 
nancy in such women is only about 5 per cent. In 
1917 Von Noorden reported that, of 240 married 
diabetic women, only 9 had become pregnant, but in 
1927, the number was increased to 43. The increase 
was due to the use of insulin therapy. Similar ob- 
servations were made in the clinic at Oslo as 11 of 
the 12 women whose cases are reviewed by the au- 
thor responded to this treatment. Five of these 
women were under thirty years of age. After treat- 
ment of the diabetes, 2 of them became pregnant 3 
times and 1 became pregnant twice. In the case of 1 
woman, the second pregnancy was interrupted in 
the second month. The 1 woman who was treated 
before the introduction of insulin died at the end of 
her pregnancy. 

Of the 17 infants of these 12 women, 8 (47 per 
cent) died before birth, most of them near the end of 
the pregnancy. It was worthy of note that 6 of the 
infants weighed more than 8 lb. and 2 of them 
weighed over ro lb. 

In several cases there was a history of abortions. 
Some of the abortions were due to the conditions 
which lowered the ability to conceive, namely, low 
vitality of the ovum, disturbances of nutrition in the 
placenta, and the hvdramnios which is frequently 
observed in diabetics. 

The course of labor in diabetics does not differ 
from the course of labor in normal women. In the 
puerperium fever is absent, involution takes place 
normally, and no predisposition toward thrombosis 
and embolism is apparent. 

The treatment of diabetes in pregnancy does not 
differ essentially from the usual modern treatment 
of diabetes. The chief difference is that the control 
tests must be carried out every eight to fourteen 
days to determine whether any changes in the diet 
and the dosage of insulin are necessary. The tend- 
ency toward acidosis must be reckoned with, and 
care must be taken not to reduce the carbohydrate 
intake too much. The women should be treated 
with insulin even though, in the absence of preg- 
nancy, they do not need it. According to the mate- 
rial of the Gynecological Clinic of the University of 
Oslo, difficulties are experienced chiefly on the first 
day after delivery for, as the result of improvement 
in tolerance, there may be a hypoglycemic shock 
necessitating a considerable reduction in the amount 
of insulin administered. 

The author comes to the conclusion that the prog- 
nosis of pregnancy in diabetic women is doubtful but 
apt to be favorable. The prognosis with regard to 
the child is uncertain and usually unfavorable. 
Women with mild diabetes mellitus usually go 
through pregnancy without difficulty. In serious 
cases of diabetes, interruption of the pregnancy is to 
be recommended and sterilization may be advisable. 
According to the experience of the Gynecological 
Clinic of the University of Oslo, sterilization may be 
carried out by laparotomy under local anaesthesia 
four or five days after delivery. SAENGER (G). 
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Sellheim, H.: The Interruption of Pregnancy by 
Means of Paste Injections. The Dangers of 
the Method and Attempts to Obviate Them 
(Schwangerschaftszerstoerung mittels Salbeninjek- 
tion, ihre Gefahren und Versuche sie dieser Gefahren 
zu entkleiden). AWonatsschr. f. Geburtsh. u. Gynaek., 
1932, XC, 441. 


Sellheim emphasizes the importance of the intra- 
uterine injection of a paste or ointment for the 
interruption of pregnancy because it is both painless 
and technically simple. However, several deaths 
following such injections have been reported re- 
cently. 

Theoretically, death may be caused by air 
embolism, fat embolism, and perforation of the 
uterus. Air embolism and uterine perforation may 
be prevented by a careful technique, and fat em- 
bolism by the use of an injection medium low in fat. 
The chief cause of death remains unknown. Sell- 
heim suspects a toxic factor because experiments on 
animals show that even minimal amounts of the 
paste dissolved in saline solution are fatal when they 
are injected intravenously. Histological examination 
of a uterus extirpated eighteen hours after an in- 
jection of paste showed that considerable amounts of 
the paste had reached the maternal blood stream. 
Accordingly, a direct intoxication is possible. There- 
fore use should be made only of pastes of the lowest 
possible toxicity, the consistency of which is not 
altered by the body temperature. Such media can 
be effective only mechanically by stimulating uterine 
contractions. H. R. Scumipt (G). 


LABOR AND ITS COMPLICATIONS 


Lenczowki, J.: Rupture of the Uterus During Labor 
Ueber die Uterusruptur waerend der Geburt). 
Ginek. polska, 1931, p. 700. 

The author discusses sixteen cases of rupture of 
the uterus occurring during labor which were 
treated in the Obstetrical Clinic of the University of 
Lemberg. The rupture occurred previous to the 
woman’s admission to the clinic in thirteen cases 
and after her admission in three. All of the women 
were multipara. Of ten women whose pelves were 
carefully measured, the dimensions were normal in 
only two. In one of these cases definite degenerative 
changes of the muscle due to seven previous labors 
were found. In one case there was a frontal pre- 
sentation and in one case a hydrocephalus. Among 
eleven cases with a definite record of the presentation 
there were three with transverse position of the 
fetus. The large percentage of neglected transverse 
positions is attributed by the author to insuflicient 
education of the midwives, especially in the rural 
districts where the physician is always called too 
late. As a result of a neglected transverse position 
of the fetus, ten (62 per cent) of the women died. 
The immediate cause of death was serious loss of 
blood, peritonitis, or pneumonia. In the majority of 
the cases the chief cause of the rupture of the uterus 
during the labor was obstruction to the labor. 
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Signs of threatening rupture of the uterus were 
absent in the cases in which the rupture occurred in 
the clinic and in three of those in which the rupture 
occurred before the patient entered the clinic. Shock 
from rupture was absent in one of the cases in which 
the rupture occurred in the clinic and in one of those 
in which it occurred before the patient’s admission. 
Hemorrhage was absent in four cases. In ten of the 
sixteen cases the fetal parts could be palpated 
through the abdominal wall. In only one case was 
there any cyanosis or dyspnoea. 

The treatment of rupture of the uterus in the rural 
districts and in the clinic is described in detail. In 
the author’s opinion delivery by the natural route is 
unfavorable as it may cause recurrence of the bleed- 
ing and infection. The woman in labor may be de- 
livered and the Momburg belt then applied only 
when it is necessary to transport the patient a con- 
siderable distance and the bleeding is very severe. 
If transportation to the hospital will take longer 
than two hours, tamponade of the site of the rupture 
is indicated. After the child and the placenta have 
been removed by laparotomy in the hospital or in 
the clinic, total abdominal extirpation of the rup- 
tured uterus should be done immediately. Only 
when the fetal head is firmly in the pelvis can de 
livery be carried out by the vaginal route. In cases 
of neglected transverse position previous to the lap- 
arotomy the prolapsed arm should be amputated 
as high as possible. The conservative procedure, 
namely, suture of the rupture, is justified only under 
exceptional circumstances, that is, when the rupture 
of the uterus has been present for only a short time 
and the edges of the rupture are smooth. In cases 
of incomplete rupture the child may be extracted 
through the natural passages and a firm uterine 
packing then applied. However, this procedure is 
always associated with the danger of death from 
general infection such as occurred in one of the au- 
thor’s cases. St. VON SOBIERANSKI (G). 


Naujoks, H.: Unusual Causes of Severe Hemor- 
rhages During Labor—Premature Separation 
of the Placenta, Cervical Placenta, Inversion of 
the Uterus, Varicosis, and Hzmatoma (Sel- 
tenere Ursachen schwerer Geburtsblutungen—vor- 
zeitige Placentaloesung, Placenta cervicalis, Inversio 
uteri, Varicosis und Haematombildung). Arch. f. 
Gynaek., 1932, cxlviii, 597. 

This article is a valuable contribution to the 
diagnosis and clinical estimation of hamorrhages 
occurring in labor. The author bases his discussion 
on interesting personal cases. 

The first part of the article deals with premature 
total separation of the normally inserted placenta. 
A case from the Marburg clinic is reported with 
pictures and a description of the histological find- 
ings in the uterine wall in the region of the separated 
placenta. Histological examination revealed im- 
portant changes in the uterine musculature which 
had an etiological relationship to the separation of 
the placenta. Similar changes were found in another 
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case. In both instances there was a marked hemor- 
rhagic infiltration of the uterine wall in the region 
of the retroplacental hematoma—not in the depth 
of the musculature, but in its upper layers just 
beneath the serous coat. 

After discussing the various factors to which pre- 
mature separation of the placenta has been ascribed 
renal diseases, cardiac defects, exophthalmic goiter, 
infectious diseases, constitutional conditions), the 
author comes to the conclusion that premature sep- 
aration of the placenta and hematoma formation 
in the wall of the uterus have a common toxic cause, 
the hamatoma being the milder result and the 
placental separation the more severe result of a 
toxic vascular injury. In spite of the separation and 
of the changes in the uterine wall, the contractility 
of the site of insertion of the placenta is not dimin- 
ished. 

With regard to the diagnosis, Naujoks calls at- 
tention to the fact that, in addition to the generally 
known symptoms, a large amount of blood appears 
in the amniotic fluid. This intra-amniotic hemor 
rhage is explained by rupture of the retroplacental 
hematoma into the amniotic sac. Analogously, 
intra-amniotic effusions of blood are found on the 
fetal side of the placenta, corresponding to the 
umbilication on the maternal side. 

In severe cases immediate laparotomy (cwsarean 
section) is recommended. However, in spite of the 
intramural apoplexy. the uterus should be preserved 
unless its sacrifice cannot be avoided. 

The second cause of hemorrhage during labor to 
be discussed is placenta pravia cervicalis increta. 
The author reports a number of very interesting 
cases in which a thorough histological study was 
made at the Marburg Clinic. The danger of hamor- 
rhage in this anomaly of placental insertion is due 
to the deep involvement of the musculature of the 
cervical wall. The hemorrhage is not caused by the 
presentation of a placental lobe as the latter is not 
to be found in these cases. The diagnosis is usually 
not made until labor is in progress or until after the 
expulsion of the child. Hamorrhages occurring 
early in pregnancy and continuing for a long time 
are in a certain sense pathognomonic. ‘Tamponade 
of the already excessively dilated cervical canal may 
increase the bleeding by further distending the wall 
of the cervix. If the first tamponade does not con 
trol the bleeding immediately, no time should be 
wasted in changing the packing as the danger to 
life demands removal of the uterus. 

The third cause of haemorrhage associated with 
labor which is discussed by the author is total in 
version of the uterus after delivery. A case of this 
condition is reported. ‘The inversion is the result, 
not of mechanical processes (pressure on the fundus 
uteri, traction on the umbilical cord) alone, but olf 
such processes combined with a constitutional pre 
disposition (infantilism, asthenia). ‘The mechanical 
cause is to be regarded as the exciting factor. ‘There 
is a wide difference of opinion as to the dangers of 
inversion (vascular collapse, uncontrollable ha:mor 
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rhage, infection); and also as to the proper time for 
intervention for re-inversion. From his own ex 
perience the author concludes that the danger of 
shock and uncontrollable hemorrhage is not very 
great. Nevertheless he advises immediate reposition 
carried out under light narcosis with the pelvis 
raised—as was done successfully in the case re 
ported—in order to avoid these complications and 
utilize the relaxation of the puerperal uterus for 
bloodless re-inversion. 

In the last part of the article the author discusses 
varicosis and the related formation of hamatomata. 
He believes that in these conditions predisposing 
constitutional factors (relaxation of the fibers, 
hypoplasia) play a réle. The clinical importance of 
varicosis in relation to the occurrence of hamor 
rhages during or following labor is much greater 
than is generally believed. Varices may extend over 
the entire birth canal, from the vulva to the body 
of the uterus, and by their bleedings may suggest 
atony of the uterus, particularly in the puerperium. 
Vaginal hemorrhages from ruptured varices oc 
curring during labor are especially to be feared. 
As such hamorrhages threaten life, casarean section 
should be done if tamponade is ineffective. A very 
interesting sequela of varices in the genital region 
is the formation of a hamatoma in the vulva, vagina 
or broad ligament. Congestion in a varicose plexus 
of the vagina or vulva during labor may give rise 
to the formation of a pseudohwmatoma, which dis 
appears when the pressure is relieved. More serious 
are the true hamatomata formed by discharges of 
blood from the rupture of nodular varices situated 
deep in the tissues. In addition to causing a great 
loss of blood, such hamatomata may spread from 
the vagina extraperitoneally over the parametrium 
as far as the kidneys. ‘The author reports a case in 
which this occurred. In some cases it is necessary 
to open such hematomata in order to control the 
bleeding by tamponade. In general, however, the 
treatment in these cases, as in cases of smaller 
hwmatomata, should be conservative. Occasionally 
a late incision, at the end of several weeks, will be 
required as spontaneous resorption is usually very 
slow. IM. Siecerr (G 


Bacialli, L.: temiplegia Occurring in Labor 
Iemiplegia in travaglio di parto). Rie. ial. di gine 


1932, XIV, 59. 


’ 


Hemiplegia developing during labor is rare. ‘The 
author reports the case of a multipara twenty seven 
vears old who came to the clinic in Jabor with 
hemiplegia on the right side which came on shortly 
after the labor began. ‘Vhe urine was negative and 


the blood pressure 125% Phere was no cardia 
lesion and no serological evidence of syphilis. ‘Vhe 
patient was delivered of a normal baby. She had a 


low fever for a week after delivery, but the lochia 
and the involution of the uterus were normal and 
she was discharged on the eighteenth day. Eight 
months later, when she was again pregnant, she 
reported that she had had several more attacks 
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The pregnancy was therefore interrupted and she 
was sterilized with the roentgen ray. 

The author believes that the hemiplegia was due 
to a subcortical hemorrhage from a mechanical 
cause as there was no organic or toxic basis to ex- 
plain it. EvuGENE T. Leppy, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Daels, F.: The Clinical Value of the Bactericidal 
Index (Dokumente ueber den klinischen Wert des 
bactericiden Index). Arch. f. Gynaek., 1931, cxliv, 
527, 537- 

In cases of puerperal fever attempts were formerly 
made to draw conclusions regarding the danger of 
infection and the prognosis from cultures of the 
uterine contents, but the results of such cultures 
were not satisfactory. By the Ruge-Philipp method 
it is possible to determine, according to whether the 
cultures appear in the first or the second plate, if the 
bacteria are very virulent or not. 

In thirty-three cases of puerperal fever in which 
the Ruge-Philipp test was negative, there was only 
one death. This death occurred very late and was 
due to embolism. In forty-seven cases in which the 
Ruge-Philipp test was positive, there were nineteen 
deaths, a mortality of 40 per cent. Of fourteen cases 
of carcinoma of the cervix in which the Ruge-Philipp 
test was negative, an infectious complication de- 
veloped in only one, whereas of eleven cases in 
which the Ruge-Philipp test was positive, a serious 
infection developed in nine. Therefore a negative 
Ruge-Philipp test is reassuring and a positive test is 
alarming. However, the test has only a relative 
value as it shows only that the relationship of the 
virulence of the bacteria to the resistance of the 
blood is unfavorable. Certain strains of streptococci 
will grow in every blood and others will grow only 
under favorable conditions. Only when we know the 
virulence of the individual strains can we determine 
the bactericidal power of the blood of the individual 
patient. When the bactericidal power of the blood 
is strong, the prognosis of a positive Ruge-Philipp 
test is more favorable than when the bactericidal 
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power of the blood is poor. In the cases of patients 
with a weak bactericidal power of the blood an at- 
tempt should be made to transfuse blood from a pa- 
tient with a high bactericidal power. Tuberculous 
patients may have streptococci in their lung cavities. 
In diabetics, the bactericidal power varies greatly. 
In four cases of pyelitis of pregnancy the author 
found sometimes good and sometimes poor bac- 
tericidal power. It is noteworthy that the anes- 
thetics commonly used increase the bactericidal 
power of the blood temporarily. 

In the discussion of this report, Puitrpp (Berlin) 
stated that he directed his attention chiefly to the 
invading power of the bacteria, whereas Daels 
shows a way of fighting the infection by overcoming 
the resistance of the bacteria by administering blood 
with a high bactericidal power. Philipp called at- 
tention to the fact that the Ruge-Philipp test is of 
value only for streptococci whereas an infection may 
be due to anaérobic or other putrefactive bacteria. 
In carcinoma of the cervix, infection is due almost 
entirely to streptococci. If a biopsy is done in the 
case of a woman with virulent streptococci in a car- 
cinoma of the cervix, the patient will react with 
fever. If a Wertheim operation is done, death will 
result from a fulminating sepsis or peritonitis. Car- 
cinoma of the cervix is therefore a criterion as to 
whether it is possible to overcome streptococcic in- 
fection and render the patient operable by the trans- 
fusion of blood with a high bactericidal power. 

Scuuttz (Hamburg) stated that the Schottmueller 
virulence test gives information regarding the bac- 
tericidal power of the blood. While bacteria of the 
colon bacillus and typhoid bacillus group are killed 
quickly in the blood, some of the groups of strepto- 
cocci and staphylococci are resistant to the blood. 
In vitro, the streptococcus pyogenes hemolyticus is 
never killed by human blood. In a case of strepto- 
coccus infection in which Schultz transfused bac- 
tericidal blood, there was no weakening of the cul- 
tures of streptococci. Schultz believes that only 
very rarely does transfused blood possess a greater 
bactericidal power than the patient’s own blood. 

A. RosensBurc (G). 
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ADRENAL, KIDNEY, AND URETER 


Kornblum, K.: Some Observations on the Use of 
Intravenous Urography. Am. J. Roentgenol., 
1932, XXViii, I. 

Kornblum believes that many of the failures of 
intravenous urography are due to faulty roent- 
genographic technique. 

One of the most common causes of failure is the 
presence of bowel contents, especially gas. In the 
technique used by Kornblum, a single flat roent- 
genogram of the abdomen is made and if this shows 
the presence of too much gas a thorough enema is 
given and the patient is then re-examined. If gas is 
still present, a purgative is given and the urographic 
examination is put off until the next day. 

To obtain more complete filling of the renal pelvis 
and ureters the author has found the use of a com- 
pression bag of great advantage. To eliminate the 
possibility of error in the reading of the roent- 
genograms from overdistention of the renal pelvis 
by the bag, he makes one roentgenogram before 
using the compression bag. 

The time interval between the exposure of the 
plates of the series is of importance. As a rule the 
roentgenograms made early are the best. Intervals 
of fifteen minutes, forty-five minutes, and one hour 
and fifteen minutes after the injection are usually 
advocated. Multiple exposures on a large film are 
best. To be of significance, morphological and func- 
tional abnormalities must be constant and present 
on every film. An ordinary roentgenogram should 
always be made before the injection is begun. 

To eliminate blurring from movement such as 
that transmitted from the lung or the heart, high- 
speed equipment is necessary. 

Kornblum makes stereoscopic roentgenograms 
only when they are indicated, as for the accurate 
localization of shadows found on the flat roent- 
genogram. 

Throughout the examination the patient is kept 
in the recumbent position because in the vertical 
position the pelvis is poorly visualized on account of 
its rapid emptying. Kornblum has not found it 
necessary to have the patient void before the 
exposures are made. 

The reading of the roentgenograms requires not 
only a knowledge of the morphological changes 
associated with pathological processes, but also the 
ability to interpret functional activity and evaluate 
its effect on the morphological changes present. 

Complete and constant visualization of the ureter 
is indicative of obstruction even if the ureter is not 
dilated. As a result of obstruction, dye accumulates 
in the renal pelvis, causing increased density of the 
shadow. 


GENITO-URINARY SURGERY 


449 





Persistent absence of dye in the renal pelvis and 
ureter may indicate congenital or acquired absence 
of the kidney, permanent loss of kidney function, or 
temporary inhibition of kidney function. 

Hyperfunction alone causes an increase in the 
pelvic shadow, as is to be seen in compensatory 
hypertrophy of one kidney when the other is 
diseased. ANDREW MCNALLY, M.D. 


Mathé, C. P.: Aneurism of the Renal Artery. 
J. Urol., 1932, xxvii, 607. 

The author reports the discovery of an aneurism 
of the renal artery in the course of operation on a 
dilated renal calyx containing calculi. 

This is a rare condition, only fifty-five cases having 
been reported to date. The author tabulates these 
fifty-five cases. In 4o per cent the condition was 
due to trauma, and in about 25 per cent was con- 
sidered to be a late sequela of contusion of the kid- 
ney. 

In the author’s case persistent pains in the loin 
on the left side and the findings of a complete uro- 
logical examination led to the decision to remove 
the upper pole of the kidney containing the dilated 
calyx and stones. In 1925, the patient had slipped 
in the bathtub, striking the left lumbar region. 
Operation performed August 26, 1931, revealed a 
dilated superior major calyx containing a number of 
stones and, in the midportion of the kidney, pos- 
terior to the upper portion of the pelvis, a cystic 
sac 2 cm. in diameter which came off from, and was 
continuous with, the superior main branch of the 
renal artery. In the attempt to free this pulsating 
cystic sac, its rather friable wall gave way and a 
brisk hemorrhage occurred. ‘The hemorrhage was 
quickly controlled by digital pressure on the renal 
artery. The author says, ‘‘We at once realized that 
we were dealing with an aneurism of the renal artery 
which had been causing considerable compression 
of the middle portion of the kidney, rather than with 
a calcified renal cyst. Whereupon total extirpation, 
instead of partial resection, of the kidney was 
decided upon because the nutrition of at least one- 
half of the renal substance was interfered with by 
this aneurism and the upper pole of the kidney had 
been destroyed by the hydrocalicosis containing 
calculi.” 

With regard to the prognosis, Mathé says that 
any true or false aneurism causing symptoms will 
ultimately result in death. When an aneurism is 
suspected, operation should be performed at once, 
particularly if pain, swelling, and hematuria are 
present. Of the thirty-six untreated patients whose 
cases are reported in the literature, all died, whereas 
of the seventeen subjected to nephrectomy sixteen 
survived. Maurice MEcrzer, M.D. 
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Trattner, H. R.: Graphic Registration of the 
Function of the Human Ureter with the 
Hydrophoragraph. Considerations in Physi- 
ology and Pathological Physiology of the 
Ureter. J. Urol., 1932, xxviii, 1. 


The author describes a new instrument, the 
hydrophoragraph, for recording the function of the 
upper urinary tract and reports the findings of stud- 
ies of human and dog ureters with regard to normal 
peristalsis, antiperistalsis, and spasm, amplitude, 
rate, and rhythm of contraction, and reaction to 
various types of stimuli. Their experiments have 
demonstrated the following four levels at which 
pressure changes show a marked change of activity: 

1. The appearance level, where contractions first 
appear, from o to 12 cm. of water pressure. 

2. The contraction level, varying from 3 to 18 cm. 
of water pressure. 

3. The crucial level, above which any increase 
causes a marked reduction in amplitude. 

4. The disappearance level, varying from 38 to 
70 cm. of water pressure. 

The motor power of the ureter is determined by 
injecting from 3 to 10 c.cm. of normal saline solu- 
tion into the upper ureter and the renal pelvis. 
The response is designated as very strong, moderate, 
feeble, or absent. This test is employed to deter- 
mine the presence of mechanical obstruction. When 
increased intra-abdominal pressure or manual pres- 
‘ure over the kidney is transmitted to the fluid in 
the manometer the presence of dilatation is definitely 
established. 

The method is of value to determine whether 
renal damage is taking place in nephroptosis and to 
determine the effect of toxins and inflammation on 
the ureter. It is of aid also in the choice of cases for 
transplantation of the ureter as active peristalsis to 
maintain the normal flow of urine is of importance in 
the prevention of ascending infection. 

ANDREW MCNALLy, M.D. 


BLADDER, URETHRA, AND PENIS 


Simon: The Prognosis and Treatment of So-Called 
Anilin Tumors of the Bladder (Die Prognose 
und Therapie der sogenannten Anilintumoren der 
Blase). 56 Tag. d. deutsch. Ges. f. Chir., Berlin, 1932. 


Up to the present time there have been no ex- 
tensive statistics on the end-results of the anilin 
tumors of the bladder which were first described in 
1895. On the basis of the histological findings these 
neoplasms are classed as malignant carcinomata, but 
from the standpoint of prognosis they differ from 
very malignant cancers of the bladder. 

Of the eighty-five patients with anilin tumors of 
the bladder who were observed in the anilin fac- 
tories in Ludwigshafen in the period from 1903 to 
1931, fifty-nine have died. Sixty-five were operated 
upon. Of the fifty-nine who died, not all died from 
the tumor. Many of them were more than fifty 
years of age when they became sick and died from 
some other disease. Of the twenty patients who were 
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not operated upon, one would not consent to opera- 
tion and in two the tumor was too far advanced for 
surgical treatment. 

In cases of small tumors the operative treatment 
consisted of electrocoagulation, and in cases of 
large tumors it usually consisted of partial resection 
of the bladder. Total resection was done only twice 
and in both instances failed to save life. In twenty- 
six cases the length of survival after the operation 
ranged from nine months to twenty-six years. 
Twenty-three of the patients were alive after three 
years, nineteen after five years, and eleven after 
twelve years. Frequently several operations were 
necessary. One patient was operated upon seven 
times. Of those operated upon more than once, 
thirteen were alive after three years, six died soon 
after the last operation, and ten died later. 

In comparing the length of survival in cases of 
anilin tumor and other types of cancer of the 
bladder, it was found that of the patients treated for 
anilin tumor, 54 per cent were alive after three years 
as compared with 21 per cent of those treated for 
cancer of some other type, and 48 per cent of those 
treated for anilin tumor were alive after five years 
as compared with ro per cent of those treated for 
cancer of another type. Therefore, in spite of the 
simiarity of the histological picture, the prognosis 
of anilin tumors of the bladder is the more favorable. 
Metastasis was suspected in only one case. Even 
some of the patients who were not operated upon 
survived for six years. These were treated by 
roentgen irradiation. Asa rule anilin tumors respond 
well to radium and roentgen irradiation. In in- 
vestigations carried out at the Occupational Hygiene 
Institute it was found that the injurious agent pro- 
ducing anilin tumors of the bladder enters the body 
through the respiratory tract. Measures instituted 
on the basis of this finding have rendered it possible 
to eliminate the noxa from the atmosphere of the 
factory rooms completely. Therefore in the last 
four years no more cases of anilin tumor of the blad- 
der have been observed in Ludwigshafen. As the 
tumors frequently do not develop until after a period 
of twenty years, the symptoms are often first noted 
after the workers have been discharged. 

In the discussion of this report, PERLMANN cited 
experiments on seventy rabbits in which anilin dyes 
were injected subcutaneously. In seven of the 
rabbits papillomata and other tumors of the bladder 
were produced. STETTINER (Z). 


GENITAL ORGANS 


Lucchese, G.: An Experimental Study of Chemical 
Sympathectomy with ‘‘Isophenal’’ and Its 
Effects on the Male Genital Glands (Ricerche 
sperimentali sulla simpatectomia_ chimica coll’ 
“isophenal” e sui suoi effetti sulla ghiandola genitale 
maschile). Policlin., Rome, 1932, XXxix, 373. 


Lucchese reports experiments on dogs and rab- 
bits in which Doeppler’s operation—chemical sym- 
pathectomy with isophenal—was performed. The 
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method was found to be simpler and less severe 
than Leriche’s surgical sympathectomy and to give 
the same results as the latter procedure. However, 
Lucchese warns that it should not be used on the 
genital organs for the purpose of rejuvenation as 
he has seen serious changes in the genital organs 
from isophenalization of the spermatic cord and 
testicles. Aubrey Goss Morcan, M.D. 


Ferguson, R. S.: Cancer of the Prostate. Am. J. 
Cancer, 1932, xvi, 783. 

Ferguson believes that cancer may arise in any 
part of the prostate or its accessory lobules. 

On the basis of the symptoms, pathological 
features, and course of the disease, he divides the 
cases into the following three groups: 

Group A. In this group the condition runs a 
relatively benign course. Over two-thirds of the 
patients survive more than three years and many of 
them live for from five to ten years without treat- 
ment. The average age at which the condition 
develops is slightly beyond sixty-five years. Symp- 
toms of urinary obstruction are prominent and the 
amount of residual urine is large. Metastases are 
rare. Asa rule there is no pain other than that due 
to retention. In many cases the condition is diag- 
nosed clinically as benign hypertrophy and is not 
recognized until after removal of the tumor. The 
neoplasm is an adenocarcinoma with more or less 
perfect alveolar arrangement. Permeation of the 
lymphatics occurs late and metastasis to the bones 
is unusual. The diagnosis may be missed because of 
the absence of the hardness characteristic of cancer, 
but relief of the urinary obstruction by catheteriza- 
tion or treatment with the X-ray may relieve the 
cedema to such an extent that on subsequent ex- 
amination the diagnosis may be made readily. 

Group B. In this group the author classifies cases 
of intermediate gravity. In such cases survival 
averages eighteen months and varies from seven to 
thirty-six months. The average age at which the 
neoplasm develops is between fifty-five and sixty- 
five years. The residual urine is moderate in amount. 
Pain is a prominent symptom. Urinary symptoms 
are distressing, difficulty and frequency being 
marked. Asa rule the original symptoms are urinary 
and are soon followed by pain, loss of weight, and 
weakness, indicating rapid extension of the disease. 
Histological examination of the tumor shows that it 
arises most frequently from a small fibrous prostate 
which has long been the site of interstitial prosta- 
titis. The growth rapidly invades the stroma, 
producing a small, stony hard, irregular mass which 
is easily felt with the examining finger. The early 
onset and high incidence of perineal, sacral, and 
sciatic pain is due to early invasion of the lymphatics. 

Group C. In this group are the cases showing the 
highest degree of clinical malignancy. The average 
survival after recognition of the disease is about six 
months. The average age at which the condition 
develops is fifty-five years. The amount of residual 
urine is usually low. Pain and widespread bone and 
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visceral metastases are the rule. The neoplasm is of 
a small-celled variety almost indistinguishable from 
round-cell sarcoma. The lymphatics in the prostate 
are uniformly invaded, and in 36 per cent of the cases 
the small veins are thrombosed by tumor. 

The author discusses the various methods of 
irradiation therapy. From the standpoint of ir- 
radiation, he divides the cases into two clinical 
groups, those suitable only for palliative therapy and 
those suitable for radical therapy. In the former, 
the tumor is more than 5 cm. in diameter and metas- 
tases are demonstrable or probable. Palliation may 
be secured by external irradiation alone. In the lat- 
ter, the tumor is less than 5 cm. in diameter and 
metastases are improbable. A lethal tissue dose 
requires the use of both external and interstitial 
irradiation. For interstitial irradiation the author 
uses gold seeds applied through a suprapubic opening 
with a special instrument. 

Henry L. Sanrorp, M.D. 


Colston, J. A. C., and Lewis, L. G.: Carcinoma of 
the Prostate: A Clinical and Pathological 
Study. South. M. J. 1932, xxv, 690. 


The authors state that in carcinoma of the pros- 
tate radical operation is feasible only when the diag 
nosis is made early. ‘Therefore the possibility of 
malignancy should be borne in mind whenever 
marked areas of induration are found. 

Cases of malignancy of the prostate may be 
divided into the following groups: 

1. Those suitable for radical operation. 

2. Those without marked urinary obstruction 
but too far advanced for radical operation. In these, 
X-ray or radium irradiation may inhibit or cause 
some retrogression in the growth. 

3. Those with varying degrees of obstruction. In 
these, the condition may be relieved by local and 
radium therapy. 

For temporary relief, the punch operation and 
perineal prostatectomy have proved of value. The 
authors condemn permanent suprapubic cystostomy 
except for emergencies and palliation. 

Donap K. Hipss, M.D. 


Bumpus, H. C., Jr.: Transurethral Prostatic Re- 
section. Brit. J. Urol., 1932, iv, 105. 


Of the 250 cases on which this report is based, the 
Bumpus modification of the Braasch cystoscope 
with attachments for prostatic resection was used 
in 154 (61.6 per cent). Bumpus states that although 
he has tried many of the new instruments which 
have become available, with none is he able to 
remove tissue as rapidly and with as little destruc- 
tion of the remaining tissue by coagulation as with 
the tubular knife followed by electrocoagulation to 
control bleeding. 

The urethra being well dilated and lubricated, 
the instrument is introduced, and after the obturator 
is withdrawn the electrode guide which carries the 
short tubular shield for closing the fenestra is passed, 
the instrument being thereby converted into a direct 





452 


cystoscope. The prostatic urethra from the veru- 
montanum to the trigone is carefully examined to 
determine what portions of the enlarged lobes of the 
prostate gland are obstructing the urethra and what 
their relationship is to other structures. On com- 
pletion of this examination the guard sheath is 
withdrawn and under full vision the portions of the 
obstructing tissue are forced into the lumen of the 
sheath through the fenestra. When they are thus 
grasped, the multiple needle electrode is thrust 
through the base of the projecting tissue and the 
high frequency current is allowed to flow long enough 
to electrocoagulate the course that the tubular knife 
is to follow. The object is not completely to desic- 
cate the tissue to be excised, but simply to render 
ischemic the course of the knife and thereby dimin- 
ish bleeding. When this has been done, which 
requires about ten seconds, the needle electrode is 
withdrawn and the obstructing tissue is excised 
with the tubular knife. 

If bleeding follows this excision, the single elec- 
trode guide is again placed in position and the bleed- 
ing vessels are electrocoagulated individually, the 
procedure then being repeated. 

The amount of bleeding encountered during 
resection varies greatly with the different types of 
tissue removed. Care must be exercised to see that 
the tubular knife is very sharp as torn mucosa bleeds 
freely and bleeding from a tear is more difficult to 
control than bleeding from a clean cut. 

It is preferable, when the operation is complete, 
for the irrigating fluid to be a little pinkish, for if 
oozing is completely controlled and the wash water 
is clear, coagulation has been continued too long. 

Since excessive postoperative bleeding is usually 
due to the accumulation of clots, a catheter of large 
caliber should be placed in the urethra immediately 
after the operation. This insures emptying of the 
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bladder, favors coagulation, and allows the passage 
of any clots that may form. 

Failures are usually due to failure to remove 
sufficient tissue to permit the bladder to empty 
completely. 

It seems advisable to confine the procedure to the 
removal of only sufficient tissue to give an adequate 
channel from the bladder to the verumontanum so 
that, on completion of the operation, it is possible, 
with the instrument at the verumontanum, to look 
directly into the bladder at the level of the trigone. 

Of the 250 patients operated upon in the period 
between January 1, 1925, and January 1, 1932, 9 
underwent prostatectomy subsequently and 15 
underwent prostatectomy previously. 

Six of the patients died while they were under 
observation at the Mayo Clinic. Infection rather 
than hemorrhage is likely to be the cause of death. 

Whenever possible, the operation should be com- 
pleted in 1 stage. If the amount of obstructing 
hypertrophied tissue is too great to be removed 
completely at 1 time, prostatectomy is almost 
always preferable. 

In some cases, transurethral resection being 
associated with less risk, it is advisable to perform 
a multiple transurethral resection. The results of 
transurethral resection as well as those of pros- 
tatectomy are most satisfactory in cases of benign 
adenomatous hypertrophy of the prostate and next 
most satisfactory in cases of adenocarcinoma. When 
the obstruction is due to prostatitis and only in- 
flammatory tissue is excised at the time of resection 
the results are apt to be disappointing. 

If 46 patients subjected to previous cystostomy 
are excluded (such patients remaining under treat- 
ment longer for healing of the suprapubic sinus), 
68 per cent of the patients whose cases are reviewed 
remained in the hospital less than ten days. 




















CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


King, D.: Osteochondritis Dissecans. A Clinical 
Study of Twenty-Four Cases. J. Bone & Joint 
Surg., 1932, Xiv, 535. 

Of the twenty-four cases of osteochondritis dis- 
secans reviewed by King, eighteen were operated 
upon. Twenty knees and four elbows were involved. 
In five cases there was bilateral involvement. From 
the standpoint of the clinical history the cases of 
knee-joint involvement could be divided into three 
groups. In the first group were four cases in which 
the joint was painful, swollen, and tender and was 
locked in flexion for a few days following a slight 
injury. In the second group were two cases in 
which the condition was asymptomatic and was 
found on roentgen examination of the knee for 
comparison with its mate. In the third group, 
which was made up of fourteen cases, there was a 
history of functional disturbances for two or three 
years. Soreness, pain on weight-bearing, “giving 
way,” and stiffness were common symptoms, and a 
history of locking was frequent. Five of the patients 
had felt loose bodies in the joints. In the four cases 
of involvement of the elbow, the condition was asso- 
ciated with pain, stiffness, and weakness. In one 
case there was a dormant osteochondritis of the 
other elbow. 

In eight cases the joints appeared normal. In the 
others the increase in fluid, tenderness, and flexion 
deformity varied greatly. Free bodies and eleva- 
tion of the temperature were occasional findings. 
In only one case was the nature of the condition 
suspected before a roentgenogram was taken. In 
nineteen of the twenty knees there were lesions of 
the posterolateral aspect of the medial condyle of 
the femur. In the elbows the foci were in the capi- 
tulum. When the condition had been present for a 
long time secondary osteo-arthritis was a frequent 
complicating factor. Loose bodies had a tendency 
to migrate to “quiet areas,” where they usually 
remained and often became firmly attached. In 
nine knees operated upon radically from two to six 
years ago, excellent results were obtained in six, 
good results in two, and fair results in one. ‘Slum- 
bering’’ cases healed spontaneously. 

WALTER P. Biount, M.D. 


Hadjopoulos, L. G., and Burbank, R.: The Cor- 
relation of Experimental Streptococcic Arth- 
ritis in Rabbits with Chronic Rheumatoid 
Arthritis. J. Bone & Joint Surg., 1932, xiv, 471. 


By incubating the whole joint the authors were 
able to demonstrate the presence of streptococci 
in practically all lesions associated with chronic 
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atrophic arthropathies. These organisms were found 
in every part of the synovial tissue where patho- 
logical changes could be detected. While they could 
not be demonstrated in compact bone, the spread of 
infection in bone tissue could be traced step by step 
through the medullary and haversian vascular sup- 
ply. In the avascular cartilage the spread of strepto- 
cocci occurred through infected bone tissue and by 





in tendons. 


Demonstration of 
Streptococci invading the tendon indicated by arrows. 


Fig. 1. streptococci 
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Fig. 2. Demonstration of streptococci in the inter- 
lobular connective tissue of the liver. 
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Fig. 3. Demonstration of streptococci in hepatic ves- 
sels. Low-power magnification of a thrombus-like mass 
in a liver vessel, probably the portal vein. 





Fig. 4. Demonstration of streptococci in hepatic ves- 
sels. Under high magnification (oil) the thrombus-like 
mass is found to be made up of a collection of bacteria, 
diplococci. 

Figs. 3 and 4. The authors think that during the period 
of artificial incubation this bacterial mass orginated from 
a diplococcus embedded in the endothelial lining of the 
portal vein. They have never encountered a similar pic- 
ture in tissues not subjected to previous culturing. 


synovial infiltration. In normal joints subjected to 
the same procedure the findings were negative. 

In similar studies of the tendons and muscles in 
the immediate neighborhood of arthritic joints, 
streptococci were demonstrated in the tendons at 
the zone of nuclear proliferation and the muscles 
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were found to be extensively infiltrated with strepto- 
cocci at their sheaths. However, in spite of great 
care, the possibility of external contamination in 
surface areas must be considered. 

Throughout this study the progress of the disease 
could always be traced directly to the terminal 
blood vessels, as in all infections of hematogenous 
origin. Despite the specific selectivity of the arthro- 
tropic streptococci used in the experiments, internal 
organs, especially the liver and kidneys, were not 
exempt from pathological changes of a toxic nature 
involving their parenchyma. Nevertheless, strepto- 
cocci could be demonstrated in the interlobular con- 
nective tissue of the liver and occasionally also in 
the hepatic vessels. This fact is highly significant as 
it demonstrates that chronic rheumatoid arthritis is 
fundamentally a systemic disease, and it explains 
the transient septicemias that occur intermittently 
in the course of the infection. Puitre Lewin, M.D. 


Smith, A. DeF.: Monarticular Arthritis Simulat- 
ing Tuberculosis: A Clinical and Pathological 
Study of Twenty-Four Cases. Arch. Surg., 1932, 
XXV, 54. 

In the period from March, 1924, to January, 1930, 
twenty-four cases of monarticular arthritis simu- 
lating tuberculosis were operated upon in the New 
York Orthopedic Hospital. The chief purpose of the 
operation was to establish the diagnosis. A careful 
tissue examination was made in all of the cases and 
a guinea-pig test in all except two. The presence of 
tuberculosis was excluded in every instance. 

Monarticular arthritis closely simulating tubercu- 
losis is not uncommon. It cannot be differentiated 
from tuberculosis by physical or roentgen-ray ex- 
amination. A repeatedly negative Mantoux test is 
suggestive but not conclusive. Exploratory opera- 
tion is the only means by which the diagnosis can be 
made, and even when this is done the gross appear- 
ance of the joint cannot be relied upon entirely. 
The histological picture is that of a chronic inflam- 
mation. Cultures on ordinary media are negative. 

Most patients recover without further treatment 
after the operation. Puiie Lewry, M.D. 


Warner, E. C., and Hampson, A. C.: Investigation 
and Treatment of Certain Cases of Disease of 
the Muscle and Nerves. Proc. Roy. Soc. Med., 
Lond., 1932, XXv, 1213. 


The authors report a study of the relation of the 
parathyroid hormone to the metabolism of calcium 
and phosphorus in chorea and in progressive muscu- 
lar atrophy and other muscular diseases. The best 
criterion seems to be the calcium content of the cere- 
brospinal fluid. This has been increased appreciably 
by the administration of 2 c.cm. of parathormone. 
Six out of seven cases of progressive muscular atro- 
phy showed a low calcium content and three out of 
five cases showed a high phosphate content of the 
cerebrospinal fluid. Under treatment with para- 
thormone, five of seven patients showed improve- 
ment. Two have become able to resume their work. 
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In cases of muscular dystrophy the results have 
not been encouraging. 

In a case of encephalitis which had reached the 
stage of coma a striking result was obtained. Treat- 
ment with parathormone was started because the 
spinal fluid showed a low calcium and a high phos- 
phorus content. Improvement began ten days later, 
and the patient recovered completely. The spinal 
fluid showed an increase in calcium and a decrease in 
phosphorus. WILLIAM ARTHUR CLARK, M.D. 


Carp, L.: Tennis Elbow (Epicondylitis) Caused by 
Radiohumeral Bursitis. Anatomical, Clinical, 
Roentgenological, and Pathological Aspects, 
with a Suggestion as to Treatment. Arch. Surg., 
1932, XXIV, 905. 

The condition called ‘tennis elbow” (epicondy- 
litis, epicondylalgia) occurs in adults as a result not 
only of sports requiring the use of a racket (tennis, 
squash, court tennis), but also of others such as golf 
and baseball, and of constant lifting and sudden 
flexion and extension of the elbow such as is re- 
quired of pressers of clothing, salesmen carrying 
grips, violinists, blacksmiths, telephone operators, 
and housewives. It may be due to direct trauma 
over the lateral aspect of the elbow. It is irequently 
diagnosed as a sprain or rheumatism. It is charac- 
terized by pain and tenderness, and sometimes by 
swelling and heat in the region of the lateral epi- 
condyle. The pain may be of a sudden, short, 
darting character causing quick cessation of the 
movement involved in its production or may be 
dull and constant and radiate to the arm or fore- 
arm and hand. It is often increased by extension 
at the elbow and pronation, supination, and tight 
flexion of the fingers, and sometimes is relieved 
by extension at the wrist. As a rule there is weak- 
ness of the extensor muscles of the forearm with 
weakness of the hand grip and difficulty in lifting. 
Patients afflicted to a severe degree with this con- 
dition are helpless and become impatient because of 
recurrence of the symptoms after remissions of 
weeks, months, or years. The symptoms and signs 
are far more marked than would be expected from 
the pathological anatomy. 

The author gives a brief review of the history of 
the condition. The causes to which it has been 
ascribed include periostitis of the epicondyle, myo- 
fascitis of the extensor origins, radiohumeral bursitis, 
arthritis of the radiohumeral joint, a tear in the 
muscular portion of the extensor carpi radialis 
longus, involvement of the capsule of the elbow 
joint, involvement of the subcutaneous fat and 
fascia and the periosteum of the epicondyle, mal- 
alignment of the head of the radius and the lower 
end of the humerus, adhesions, and fixation of the 
head of the radius in the normal range of motion. 

Among the treatments proposed are rest, physical 
therapy, manipulation, excision of the radiohumeral 
bursa, methods to relax the extensors such as 
strapping of the forearm and the use of a cock-up 
splint, roentgen therapy, excision of the subcuta- 





Fig. 1. Drawing of a dissection showing the radio- 
humeral bursa in relation to the surrounding structures. 
a, origin of conjoined tendon trom epicondyle. 0b, divided 
tendon. c, radiohumeral bursa. d, capsule over radial head. 
e, divided extensor tendon. f, radiohumeral joint. g, ten- 
don and muscle cut from epicondyle. 


neous fat and fascia and of the periosteum of the 
epicondyle, and infiltration of the tender tissues with 
procain hydrochloride in saline solution. 

The author states that it is difficult to ascribe 
an individual case of tennis elbow to any particular 
cause unless this cause is proved. In general, an 
involved conjoined tendon at the epicondyle or its 
movement or strain in the presence of an inflamed 
structure or structures in close proximity may pro- 
duce tennis elbow. The nearby structures that may 
become inflamed are the radiohumeral bursa, the 
epicondyle, the conjoined tendon at the epicondyle, 
the capsule of the elbow joint, the radiohumeral 
joint, and the radial nerve. 

Carp states that the radiohumeral bursa exists, 
probably adventitiously. He has seen it on the 
dissecting table. It is difficult to discover in a 
routine dissection. It lies beneath the conjoined 
tendon, just below the epicondyle and over the 
radiohumeral joint. Normally it measures about 
1 by o.5 cm. and its walls are very thin and friable. 
It may appear only as a slight depression or ele- 
vation, and when incised is usually found to con- 
tain a little clear fluid. Pathologically, its approxi- 
mate position is demonstrated by the shadows due 
to calcification in which the bursa encroaches on the 
epicondyle or extends over the head of the radius. 
The author presents clinical, roentgenological, thera- 
peutic, and pathological evidence to show that in- 
volvement of the radiohumeral bursa may produce 
tennis elbow. 

Eight cases of radiohumeral bursitis in which 
excellent results were obtained from different types 
of therapy are reported. Five of the patients were 
males. The lesion was due to direct trauma in two 
cases, indirect trauma in three, combined direct and 
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Fig. 2. Roentgenograms of left elbow in Case 1. A shows an irregular oval shadow just lateral to the epicondyle. This 
shadow represents a calcified radiohumeral bursa beneath the conjoined tendon. B was taken immediately after the 
bursa had been ruptured by digital pressure producing prompt relief. Note dispersed and faint shadow just lateral to 
the epicondyle. C, taken three days later. Note the almost complete disappearance of the shadow seen in B. 

Fig. 3. Roentgenograms of elbow in Case 7. In View A note the shadows over the epicondyle and radiohumeral joint. 
This represents a calcified radiohumeral bursa. View B was taken eleven months later. The shadow had disappeared as 
the result of absorption of the calcium deposits. Rest and physical therapy were used. 

(Carp: Tennis Elbow Caused by Radiohumeral Bursitis). 


indirect trauma in two, and questionable trauma in 
one. Swelling was present over the bursa in five 
cases and the roentgen findings were positive in five. 
In one case operation revealed a calcified radio- 
humeral bursa. In three cases absorption of calcium 
deposits occurred spontaneously. In four cases the 
treatment consisted of manipulative rupture of the 
bursa. 

Prompt relief may be expected from rupture of 
the bursa by firm digital pressure applied over the 
epicondyle and radiohumeral joint. When this pro- 
cedure is very painful the induction of general 
anesthesia is advisable. Operative therapy should 
be used only when conservative therapy fails to 
relieve prolonged or recurrent pain and disability. 

H. EArLe ConweELL, M.D. 


Evans, W. A.: Abnormalities of the Vertebral Body. 
Am. J. Roentgenol., 1932, xxvii, 801. 


A vertebra may develop without a body or with 
half a body or the bodies of two vertebre may fuse 
completely or on one side only because of variations 
in the ossification centers. Such anomalies may be 
differentiated from traumatic lesions by the absence 
of reparative or irritative changes. 

In rickets there is no deformity of the vertebral 
bodies which may be regarded as characteristic. 
However, in the active or first stage of the disease, 
the margins of the vertebral bodies usually have a 
frayed appearance; in the second stage, there are 


coarse longitudinal striations with increased density; 
and in the third stage marginal white lines are noted. 
At no time is there any collapse or fusion of the 
bodies. 

In osteomalacia, the vertebral bodies have a bi- 
concave lenticular aspect. 

Fracture of a vertebral body is not proved con- 
clusively by the demonstration of a wedge-shaped 
deformity. The diagnosis of fracture is justified only 
when certain variations in bone structure, texture, 
and outline are present in addition. The most com- 
mon of the latter is bone condensation at the upper 
margin of the involved body. 

In old fractures there is evidence of bone production 
_ as bridging upward from a_ wedge-shaped 

ody. 

Tuberculosis produces collapse deformity which 
varies according to the site at which the disease is 
most progressive. In the late stages there may be 
bone regeneration and overgrowth. 

In syphilis there is usually localized destruction 
from gumma followed in the later stages by a 
marked increase in the density of the vertebral body 
with variations in contour and extensive bony over- 
growth at the margins. 

Epiphysitis is characterized by variations in the 
size, structure, and density of the bony portion of 
the epiphysis with more or less destruction of the 
adjacent structures and changes associated with a 
reaction resulting in loss of tissue detail in the region 
of the process. 
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In the early stages of osteochondritis, the upper or 
lower vertebral margins are thinned and present a 
wavy appearance or irregularities due to the pressure 
of the diseased cartilage plates. In the later stages, 
definite defects may occur in the vertebral bodies as 
the result of localized destruction from pressure pro- 
duced by the released nucleus pulposus. 

In osteo-arthritis the hypertrophic changes pro- 
duce new bone which may bridge the intervertebral 
space. In advanced stages the vertebral bodies are 
flattened. 

The author states that in the cases of persons more 
than forty years old caution is necessary in making a 
diagnosis of definite vertebral disease as most per- 
sons beyond middle age show changes in the verte- 
bre due to posture or occupation. 

Disturbance or rupture of the nucleus pulposus of 
the intervertebral disk may preduce a sharply local- 
ized defect in a vertebral body or the deformity char- 
acterized by increased concavity which is known as 
“fish spine.” 

Metastatic malignancy is common in the verte- 
bre. The tumors most frequently forming spinal 
metastases are hypernephromata, carcinomata, sar- 
comata, and endotheliomata. The general roentgen 
picture of metastatic malignancy in the vertebre is 
that of irregular areas of rarefaction. Metastases 
from carcinoma of the prostate sometimes increase 
the density and do not change the contour of the 
involved vertebra, but most other metastases finally 
result in collapse of the vertebral body. 

WILLIAM ARTHUR CLARK, M.D. 


Pomeranz, M. M.: Intrapelvic Protrusion of the 
Acetabulum (Otto Pelvis). J. Bone & Joint 
Surg., 1932, xiv, 663. 

The author defines Otto pelvis as a non-traumatic, 
chronic, progressive arthritis of the hip joint with 
intrapelvic protrusion of the acetabulum and the 
head of the femur. This condition was originally 
described in 1824 by Otto, who characterized it as 
an abnormal gouty manifestation. Pomeranz tabu- 
lates the seventy-nine cases which have been reported 
in the literature. 

Differences of opinion regarding the condition 
have been due chiefly to: (1) the wide range of fac- 
tors to which it has been attributed, and (2) varia- 
tions in the pathological findings reported. If nu- 
merous transitional forms occur, as is believed by 
some investigators, opinion might easily be influ- 
enced by the particular stage during which the proc- 
ess is observed. The great majority of those report- 
ing on the condition believe it is not a disease entity. 

The chief complaint in the average case is a slowly 
progressing painful coxitis which has been present 
for months or years. When the deformity is great 
and the condition has been present for a long time, 
all movements of the hip are restricted. 

Even in early cases the diagnosis may be made by 

roentgen-ray examination. The protrusion of the 

acetabulum varies from a few millimeters to 4 or 

5 cm. As the acetabulum migrates, it inclines up- 
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Otto pelvis, bilateral involvement. Note the irregularity 
of the inner surface of the left acetabulum as well as of 
the head of the femur. Almost complete synostosis of the 
right sacro-iliac joint. 


ward, inward, and forward, so that it may project 
above the ramus of the pubic bone and extend to- 
ward the obturator fossa. In extreme cases the pro- 
trusion extends up to the sacro-iliac joint. 

The inner wall of the acetabulum may be shell- 
like in thinness or dense and eburnated. As it ex- 
tends into the pelvis, a low-grade osteoplastic proc- 
ess is initiated and the yielding joint is splinted by 
the formation of a dense wall on the inner aspect of 
the acetabulum parallel with its projecting margin. 
The external margins of the acetabulum project out- 
ward over the neck of the femur as irregular serrated 
vegetative formations. 

In the typical deformity the integrity of the fem- 
oral head is preserved. As the head of the femur is 
submerged within the acetabulum the trochanters 
approach the lateral margins of the pelvis and incline 
posteriorly. The greater trochanter impinges on the 
lateral margins of the ilium in the region of the 
acetabular shelf, and the lesser trochanter ap- 
proaches the ischium. This explains why the femur 
cannot be rotated outward or backward. 

The author reports six cases. In summing up his 
discussion he states that two types of the condition 
may be recognized: (1) an acute type, which is prob- 
ably of infectious origin, and (2) a chronic type, 
which may occur in the course of any disease result 
ing in osteomalacia of the hip joint. 

RoBert C. LONERGAN, M.D. 


Massart, R.: Chronic Non-Infectious Arthritis of 
the Hip Joint (Les arthrites chroniques ami- 
crobiennes de la hanche). Rev. de chir., Par., 1932, 
li, 162. 


A group of non-infectious lesions of the hip joint 
are described and their evolution is shown by roent 
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genograms. Arthritis may follow congenital dislo- 
cation of the hip not only in cases in which the 
dislocation is unreduced, but also in those in which 
proper and early reduction is obtained. The in- 
volved joint is badly deformed and very painful. 
The condition occurs most frequently in the third 
decade of life. The aseptic deformities described by 
the author include injuries sustained at childbirth, 
rachitic deformities, the coxa vara of adolescents, 
Legg-Calvé disease due to a disturbance of ossifica- 
tion, subluxation of the hip joint, and chronic joint 
changes following fracture. These are of great 
importance because of the great mechanical stress 
to which the hip joint is subjected. 
Geza DE Takats, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Juvara, E.: The Operative Treatment of Hallux 
Valgus (Le halux-valgus: son traitement opéra- 
toire). Rev. de chir., 1932, li, 321. 


Juvara says that we should seek the cause of hal- 
lux valgus in the skeletal structure. The changes in 
the tendons, ligaments, and capsule are the result of 
the deformity. As the exostosis on the mesial side of 
the joint may be absent even in marked cases, it can 
have no part in the causation of the condition. The 
head of che first metatarsal may be perfectly normal 
in form and size, but the length of this bone is usually 
increased. The distal articular surface of the in- 
ternal cuneiform faces in a more mesial direction 
than is normal, causing a mesial direction of the first 
metatarsal since it articulates with the cuneiform. 
This mesial deflection is increased by the leverage of 
the great toe, which is directed outward, the pull of 
its tendons causing a mesial thrust of its base against 
the head of the metatarsal. 

The treatment must be surgical. Any relief gained 
from plastic procedures on the skin or subcutaneous 
tissues alone will be only temporary. Tenotomy of 
the extensor tendon, re-insertion of this tendon into 
the proximal phalanx, transplantation of the long 





Juvara’s operation for hallux valgus. 
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flexor into the extensor on the mesial side, and other 
tendon operations are all insufficient for permanent 
cure. Operations on the head of the metatarsal, 
such as resection or reshaping, and the various forms 
of plastic operations on the capsule interfere with the 
normal function of the joint, which has a unique 
construction for weight-bearing and walking. 

It is better to attack the shaft of the first meta- 
tarsal, either near the joints or in the midshaft. Of 
the wedging operations suggested—most of which 
are called by the names of the surgeons who devised 
them—all are performed near the distal or proximal 
end and all are designed to give the metatarsal an 
outward direction toward the second metatarsal. 
Operations on the shaft itself have been less numer- 
ous. 

The author describes an operation which he has 
performed since 1919 in sixty cases. In this proce- 
dure the first metatarsal is sawed through in the mid- 
shaft obliquely from the internal to the external side, 
from a proximal to a distal point, two cuts being 
made from 4 to 6 mm. apart. The anterior osteot- 
omy is made more oblique than the posterior os- 
teotomy so that the section of bone removed is 
thicker at its external margin than at its internal 
margin. This section is discarded and the fragments 
of the shaft are approximated. When they are 
brought together exactly the bone points more in an 
external direction, closer to the second metatarsal 
than formerly, and is shorter. The fragments are 
fixed together securely by an encircling wire ligature 
which is kept from slipping by a pin. The pin trans- 
fixes both fragments and prevents longitudinal dis- 
placement. The wire and pin are subsequently re- 
moved. No plaster cast is used as the internal fixa- 
tion is sufficient. 

The deviation of the great toe, if extreme, is cor- 
rected by plicating the joint capsule on the mesial 
aspect. The shortening of the metatarsal relaxes the 
tendons so that they no longer pull the toe out of 
place. Also because of the shortening the shoe causes 
less outward pressure against the great toe; in fact, 
a shorter and narrower shoe can usually be worn after 
the operation. 

The patient begins walking on the heels after 
about three weeks, and is able to return to his usual 
occupation after from six to eight weeks. 

The article has sixty-five illustrations. 

WILLIAM ARTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 


Cova, E., and Dellepiane, G.: Medicolegal Opinion 
Regarding Traumatic Rupture of the Sym- 
physis Pubis. A Roentgen Study of the Sym- 
physis Pubis in the Female (Perizia medico- 
legale per rottura traumatica della sinfisi pubica. 
Studio radiografico della sinfisi pubica femminile). 
Clin. ostet., 1932, xxxiv, 228. 

Cova was called on February 5 to see a woman 
who had been in an automobile accident on January 
31. In the collision she had been thrown violently 
against the front seat of the automobile and then 

















had fallen backward. She experienced intense pain 
in the pelvis and the lower part of the abdomen and 
felt as if all of the abdominal contents had been 
thrown to one side of the abdomen. She was unable 
to walk. Since the accident she had been confined 
to her bed, although the pain had decreased in 
intensity. All of the active movements of the coxo- 
femoral joints were possible but very limited. Pas- 
sive movements in all directions were complete but 
painful. The patient was unable to rotate her trunk 
or lie on her side. 

When she was re-examined on March 9 she was 
able to rise from her bed and walk a few steps if 
supported. Examination of the posterior part of 
the pelvis and spinal column while she was standing 
revealed nothing abnormal. Intense pain was still 
present in the hypogastric region and at the sym- 
physis. Vaginal examination disclosed a gap be- 
tween the two pubic bones and a soft mass behind 
them, evidently a hematoma. 

In order to be sure that this gap was due to a 
traumatic rupture, Dellepiane made a roentgen 
examination of the patient’s pelvis and a roentgen 
study of the pubic bones of women of various ages 
and in various physiological and pathological con- 
ditions. The roentgenogram of the patient’s pelvis 
showed a space of 1.7 cm. between the pubic bones 
at the lower end, of 1 cm. in the middle, and of 
1.2 cm. at the upper end. Normally there may be 
a space of as much as 1 cm. between the bones in 
pregnancy or just after delivery. The space is 
larger in young women than in older women. As 
the authors’ patient was forty-four years of age 
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and had never been pregnant, a diagnosis of trau- 
matic rupture of the symphysis pubis was made. 
Complete recovery was expected. 

AuprEY Goss Morcan, M.D. 


Dickson, F. D.: The Shelf Operation in the Treat- 
ment of Congenital Dislocation of the Hip. 
Surg., Gynec. & Obst., 1932, lv, 81. 

Before the fourth year of age, congenital disloca- 
tion of the hip can nearly always be reduced by 
closed manipulation. Between the fourth and ninth 
years, open reduction may be necessary. After the 
ninth year, ordinary reduction is usually impossible 
and the shelf operation may be indicated. 

In the author’s cases in which the shelf operation 
is to be performed skeletal traction is applied for 
two weeks to relax contracted structures. The op 
eration is performed on a traction table. Traction 
is applied to both legs. The head of the femur is 
completely freed, and by traction on both legs and 
leverage placed behind the neck of the femur, the 
head of the femur is brought into a position above 
and slightly in front of the acetabulum. The legs 
are then abducted and the slack is taken up by 
more traction. A shelf of bone is turned down from 
the side of the ilium with a gouge and made to fit 
the upper part of the head of the femur like a cap. 
For re-inforcement, a wedge of bone taken from the 
iliac crest is placed above it. A cast including both 
hips is then applied and traction is maintained con 
tinuously for six weeks. At the end of the six 
weeks weight-bearing is started. 

Maurice L. DAtr, M.D. 











BLOOD VESSELS 


Galli, R.: Subcutaneous Rupture of the Popliteal 
Artery Caused by Indirect Trauma (Rottura 
sottocutanea della arteria poplitea da trauma indi- 
retto). Ann. ital. di chir., 1932, Xi, 534. 


The rupture of the popliteal artery reported by 
Galli occurred in a syphilitic man forty-eight years 
of age when he used his right knee in helping to lift 
a heavy bale of wool. It was followed by the clinical 
signs of a rapidly developing aneurism. At opera- 
tion, both ends of the torn vessel were ligated. A 
year later the condition of the leg was excellent. 

KELLOGG SPEED, M.D. 


Albert, F.: Vein Ligations. An Experimental Study 
of the Peripheral Vasomotor Reactions (A propos 
des ligatures veineuses. Etude expérimentale des 
réactions vaso-motrices périphériques). Lyon chir., 
1932, XXIX, 273. 

On the basis of experimental studies the author 
concludes that vein ligations produce a series of 
vasomotor responses in the corresponding limb. An 
active vasoconstriction takes place, which favors the 
development of collaterals. This peripheral response 
may be greatly modified by the pre-existing vaso- 
motor tone. Therefore it is possible to obtain, as 
after sympathectomies, entirely different effects ac- 
cording to the pre-operative state of the vasomotors. 
The vasomotor reactions following vein ligation pass 
in part through axon reflexes in post-ganglionic sym- 
pathetic fibers. However, a good part of such reac- 
tions is independent of extrinsic nervous control. 
The peripheral vascular bed is capable of reacting in 
the absence of nervous control to simple changes of 
intravascular pressure and also to physicochemical 
changes of the surrounding tissue. 

GeEzA DE Takats, M.D. 


Gianotti, N., and Stoppani, F.: The Treatment of 
Varices by Phlebosclerosing Methods (Sulla 
cura della varici con i metodi flebosclerosanti). 
Ann. ttal. di chir., 1932, xi, 275. 

Following a review of the literature on the treat- 
ment of varicose veins by sclerosing methods, the 
authors discuss the indications and contra-indica- 
tions of the different methods, describe the compli- 
cations, and compare the results with those obtained 
by injecting salicylate solutions into the ears of rab- 
bits. Roentgen-ray examination with the use of 
lipiodol after the injection treatment of veins has 
been of aid in determining whether a cure (closure 
of the vessel) has been obtained. 

Histological examination of fragments of injected 
veins disproves the theory that thrombosis alone is 
responsible for the closure of the lumen as it reveals 
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that the lumen is closed by a fatty proliferation of 
the intima and media with or without thrombosis. 

The authors review the results obtained with 
sclerosing injections in severe and complicated cases 
of varicose veins. They believe that sodium sali- 
cylate solutions are most efficient in provoking 
sclerosis and cause the least untoward reactions. 

In conclusion they record good results in the 
treatment of hemorrhoids by the injection of 
sclerosing solutions and electrocoagulation. 

KELLOGG SPEED, M.D. 


White, J. C.: Raynaud’s Disease. 
Med., 1932, ccvi, 1198. 

As defined by the Circulatory Clinic of the 
Massachusetts General Hospital, Raynaud’s disease 
is a form of peripheral vascular disturbance caused 
by tonic contraction of the smaller arteries in the 
extremities without obvious pathological changes in 
the walls of the vessels. It commonly involves 
symmetrical areas in the hands or feet, causing ex- 
cessive perspiration and circulatory stasis with 
periods of cyanosis or pallid asphyxia. In severe 
cases the condition goes on to dry gangrene of the 
phalanges. The spasm is intermittent and occurs 
on exposure to cold and during emotional disturb- 
ances. It involves only the terminal arteries, the 
main vessels continuing their normal pulsations. The 
disease occurs most commonly in young persons 
with a hyperirritable nervous constitution. 

White reports the cases of five patients who have 
been followed over periods of from nine to thirty- 
four months. Before operation was attempted in 
these cases tests were carried out to determine 
whether interruption of the sympathetic nerves 
would restore the normal circulation. By certain 
methods of injecting novocain the vasoconstrictor 
nerves can be blocked in the spinal cord, the 
paravertebral ganglionated trunk, or the main 
peripheral nerves of the extremities. The novocain 
injections cause a temporary increase in circulation 
which is exactly comparable to that brought about 
by operative removal of the vasoconstrictor fibers 
running in the sympathetic nervous system. Foreign 
protein shock produced by typhoid vaccine causes a 
marked increase in the peripheral temperature in 
cases of Raynaud’s disease, but only a slight 
response in cases of arterial occlusion. Direct 
observation of the capillaries with a capillary mi- 
croscope in cases of Raynaud’s disease shows that the 
capillaries are normal in number, but many of them 
are dilated or misshapened, and that under emo- 
tional stimulation extraordinary fluctuations occur 
in the rate of circulation. In studies of the degree 
and distribution of sweating in these cases it has 
been found not only that the sweating of the hands 
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and feet is increased constantly, but that it usually 
occurs in the cold and may be extraordinarily in- 
creased by emotional changes. Evaporation of the 
excessive perspiration may chill the extremity 6 
degrees F. below room temperature. Cases reacting 
in an exaggerated way to emotional stimuli are 
peculiarly suitable for sympathectomy. 

The pre-operative tests described have been used 
also to determine the completeness of a sym- 
pathectomy. In a completely desympathectomized 
extremity novocain block does not change the rate 
of capillary circulation, foreign protein shock does 
not cause any further rise in the surface tempera- 
ture, and sweating and gooseflesh are absent. 

Of the patients with typical Raynaud’s disease 
whose cases are reviewed by the author, all but two 
reported that they were relieved of vasospasm during 
the first six months after operation. The two with 
only partial improvement had such marked scarring 
and fibrosis of the extremities that the failure of the 
operation to be completely successful was due un- 
doubtedly to mechanical occlusion of the terminal 
arteries and is explained satisfactorily by Lewis’ 
theory of local pathological changes in the digital 
vessels. After the operation, emotional disturbances 
no longer caused vasospasm. Postoperative sweat- 


ing tests showed complete absence of sweating in, 


three cases and only slight sweating in the two in 
which improvement was incomplete. In all of the 
cases tested capillary observations during a febrile 
reaction demonstrated complete paralysis of the 
vasoconstrictor nerves. 

In three cases the changes appear to be permanent 
and the patients have remained free from symptoms 
of Raynaud’s disease. In the two cases of late 
failure following the operation sympathetic fibers 
were regenerated or other sympathetic connections 
took on the function of those destroyed at operation. 
In one case a second operation brought about strik- 
ing improvement. 

In summing up, the author says that resection of 
the two upper dorsal ganglia or of the second to 
fourth lumbar ganglia brought about immediate 
paralysis of sympathetic tonus in every case. 
Whereas lumbar sympathectomy was followed by 
permanent vasomotor paralysis, the dorsal operation 
was followed by recurrence of sympathetic nerve 
function in two of the five cases reported and in five 
which were operated upon outside of the hospital 
by members of the Vascular Clinic. It is believed 
that inclusion of the inferior cervical ganglion in the 
operation will prevent recurrences of sympathetic 
nerve function in the upper extremity. 

J. Epwrn Kirkpatrick, M.D. 


Neuhof, H.: Embolectomy with Partial Arterial 
Occlusion for Embolism of the Extremities. 
Ann. Surg., 1932, XCvi, 44. 


It is probable that restoration of the arterial 
stream occurs only rarely after embolectomy and 
arterial suture. So-called early operations for the 
removal of the emboli may, in fact, be late ones. 
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The causes of failure are already existing changes 
in the arterial intima at the site of the embolism, 
technical flaws at the time of operation, and the 
dislodgment of thrombi after operation. 

The results of operation are usually regarded as 
successful when gangrene does not supervene, but that 
satisfactory results may be obtained without oper- 
ation is indicated by the fact that after embolec- 
tomy restoration of circulation does not always occur. 

Operation is indicated for embolism of the arteries 
of the extremities only when the diagnosis and 
localization are certain and the evidence points 
clearly to the likelihood of massive gangrene if the 
blockage is not relieved. 

To reduce the chances of thrombosis and periphe- 
ral dissemination of thrombi after operation, the 
author advocates evacuation of the embolus and broad 
approximation of the arterial intima with result- 
ant narrowing of the lumen. Samuet Kany, M.D. 


BLOOD; TRANSFUSION 


Woehlisch, E.: Progress in the Physiology and 
Pathology of Coagulation of the Blood (Fort- 
schritte in der Physiologie und Pathologie der 
Blutgerinnung). Alin. Wehnschr., 1932, i, 118. 


Our present-day knowledge regarding the physiol- 
ogy and pathology of coagulation of the blood is 
compared with the old so-called classical theory of 
the process. According to the older teachings, blood 
coagulation has two phases: (1) the formation of the 
fibrin ferment or thrombin from the primary ele- 
ments, and (2) changing of the fibrinogen dissolved 
in the plasma into insoluble fibrin under the action of 
the thrombin. By the delivery of thrombokinase 
when the blood comes into contact with a wound, 
the process of coagulation is especially hastened. 
Within the vascular system the blood remains fluid 
as the intact vessel wall exerts no irritation on the 
blood cells which causes them to liberate thrombo- 
kinase. 

Up to the year 1906, purely chemical considera- 
tions prevailed in the teachings regarding coagula- 
tion of the blood. It was Iscivesco who first used 
modern colloidochemical methods and conceptions in 
the study of the process. In time the number of new 
hypotheses based on colloidochemical knowledge 
became even larger than the number of discoverers 
as some of the latter changed their opinions. Only 
the investigations of Schmidt on fibrinogen, fibrin, 
and thrombin are colloidochemical studies in the 
true sense of the word. These have refuted a large 
number of the newer hypotheses. 

Recently, particular attention has been paid to 
the study of the coagulation of active cell substances 
variously called “‘cymoplastic substance,” ‘‘throm- 
bokinase,” “‘cytozym,” “‘thrombozym,” and “‘throm- 
boplastin.” It is of interest that Freund, Zack, 
Bordet, and Howell, independently of each other and 
by different procedures, came to the conclusion that 
the active principle of the cell extract is a lipoid. The 
old findings of Schmidt were thereby confirmed. This 
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thermostable lipoid was obtained by the individual 
investigators in various ways. Of particular impor- 
tance is the heparin found by Howell in his attempts 
to produce antithrombin. Howell named this sub- 
stance “heparin’’ because of its origin in the liver. 
Even in exceedingly small doses it hinders blood 
coagulation and also in vivo it may render the blood 
incoagulable for some time. It is entirely non-toxic 
and has been found of value in clinical cases in 
attempts to wash the blood by dialysis. 

The recently disputed theory that under normal 
conditions thrombin is formed only in the presence 
of calcium ions was proved conclusively by Woehlisch 
and Paschkis in plasma and in serum from which 
calcium was removed by dialysis. From the numer- 
ous reports it is evident that the nature of thrombin 
remains as unknown as that of prothrombin. How- 
ever, it may now be regarded as proved that fibrin- 
ogen is a protein body exhibiting all of the properties 
of globulin. The principal site of formation of fibrin- 
ogen is probably the liver. True fibrinogen is not 
identical with a solution of fibrin in weak alkali. 
Moreover, acid coagulation of fibrinogen and spon- 
taneous coagulation of blood are not related. 

The most disputed questions in blood-coagulation 
investigations are whether the process of coagulation 
of fibrinogen by the thrombin is a fermentative 
process and whether thrombin is to be considered a 
true ferment. The opponents of the ferment theory 
must prove that thrombin is not a catalyzer, but is 
contained in the fibrin as an essential chemical or 
physicochemical constituent of the end-product of 
the reaction and therefore—not by a simple process 
of adsorption—is utilized in the reaction with the 
fibrinogen. Recent investigations seem to prove that 
the thrombin is a strictly specific catalyzer of the 
denaturing process of the fibrinogen, which also 
always occurs spontaneously, and that the fibrin 
produced by thrombin coagulation and by spon- 
taneous coagulation are identical protein substances. 

In the second part of the article the author 
discusses the advances which have been made in the 
pathology of blood coagulation. Marked delay of 
blood coagulation is the principal characteristic of 
hemophilia as compared with hemorrhagic dia- 
theses, in which latter the rate of coagulation seems 
usually to be almost normal. On the other hand, the 
fact that hemophilic blood, although it coagulates 
slowly, undergoes coagulation ultimately distin- 
guishes hemophilia from a peculiar disease charac- 
terized by complete inability of the blood to coagu- 
late, which has been called “pseudohemophilia.” 
In true hemophilia the fibrin content of the blood is 
entirely normal. It is very evident that the disturb- 
ance in this condition is to be sought in the first 
phase of coagulation of the blood. The first positive 
finding concerns the thrombocytes. While the num- 
ber of thrombocytes in hemophilic blood is normal, 
the coagulation of hemophilic blood is less accel- 
erated by the addition of an emulsion of hemophilic 
thrombocytes than by the addition of normal 
thrombocytes. Opposed to the cellular theory of the 
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disturbance of coagulation in hemophilic blood is the 
theory of von Feissly that the cause of the delay of 
coagulation is to be sought in the plasma constitu- 
ents of hemophilic blood. However, the plasmatic 
and cellular theories of hemophilia are not neces- 
sarily contradictory since in a disturbance of the 
blood-coagulation system there must be also patho- 
logical changes in the capillary system. 

Recently, in experiments on animals, Le Fleur- 
Birch demonstrated a relationship between hxemo- 
philia and the female sex hormone. The fact that 
women transmit hemophilia, but are not affected by 
it themselves he explains by the assumption that 
they are protected from it by the female sex hormone. 
Therefore this hormone, which is demonstrable also 
in the urine of normal men, must be absent in 
hemophilia. 

The author next discusses coagulation of the blood 
in hemorrhagic diatheses and gynecological condi- 
tions. The long-recognized incoagulability of men- 
strual blood has not been explained in spite of 
numerous investigations. The blood coagulation in 
disturbances of liver function is best explained by 
Doyon’s theory that the liver has an important part 
in the preparation of fibrinogen. The coagulation of 
the blood in disturbances of thyroid function and in 
other pathological conditions such as tumors and 
infectious diseases has been the subject of numerous 
investigations without definite results. 

H. STEGEMANN (Z). 


Holzbach, E.: Blood Loss and Blood Replacement 
(Blutverlust und Blutersatz). Monatsschr. f. Ge- 
burish. u. Gynaek., 1932, xc, 126. 


In man, the total amount of blood constitutes 
about 6.7 per cent of the body weight. At most, 
only one-third of it may be lost. Women, who are 
accustomed to the loss of blood, withstand blood 
loss much better than men. Following hemorrhage, 
the body must stabilize the blood pressure to main- 
tain the circulation. First, certain blood depots are 
mobilized. Then, the peripheral blood channels are 
narrowed and simultaneously the heart rate is 
accelerated. Only after failure of these regulating 
processes does the blood pressure fall and the 
biological potential become disordered. The oxygen 
demand of the tissues can then no longer be satisfied 
and the removal of carbon dioxide from the tissues 
becomes inadequate. By a backward diffusion of 
tissue fluid through the vessel walls as the result of 
osmotic and oncotic pressure differences the blood 
becomes diluted. The oligemia becomes converted 
into an oligocythemia. However, the various 
portions of the circulation apparently do not take 
part equally in these changes. It is not conceivable 
that these equalizing processes are centrally directed. 
The behavior of the capillaries is apparently reg- 
ulated automatically by the biological potential. 
From the suffocating tissues in increasing anemia 
autolytic cell toxins may enter the circulation in 
increasing quantities, as Baetzner, Payr, and Bier 
have assumed. This “conversion” may explain 








' w= FF Ve © ew 


—_——— = 


os 


~ 








many failures of properly performed tranfusions. 
The circulatory failure in collapse, particularly the 
hemorrhage into the abdominal vessels, differs from 
external hemorrhage. 

The author’s experiments have shown that in- 
fusions of blood serum are less efficacious than the 
transfusion of fresh blood. The heart seems to 
depend most upon the degree of filling of the vessels 
and the respiration depends most on the breathing 
surface, that is, the erythrocytes. Kallius reported 
a striking result from the infusion of 700 c.cm. of 
donor’s blood in hemorrhagic respiratory failure. 
In the replacement of lost blood it is necessary not 
only to maintain the blood pressure but also to 
sustain the respiration. In very severe hemor- 
rhages, the transfusion of blood is indispensable for 
the saving of life, at least up to a certain point. 
When the primary effect has been obtained, other 
fluids such as homologous serum may be employed 
without hesitation. Obviously, blood transfusion 
provides the body with valuable building material, 
primarily hemoglobin and colloids. In addition it 
stimulates the blood-forming organs and protects 
tissues by blocking the destructive processes. The 
administration of hamoglobin in the form of a dilute 
solution of blood has proved very valuable. The 
author uses every blood clot and extracts blood- 
soaked compresses with salt solution in order to 
restore every possible drop of blood to the body. 
K. Herm (G). 
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Polayes, S. H., and Lederer, M.: Reactions to 
Blood Transfusion. J. Lab. & Clin. Med., 1932, 
Xvii, 1029. 

From a study of 2,500 transfusions the authors 
conclude that reactions to blood transfusions are the 
result chiefly of incompatibility due to errors in 
the grouping of the blood caused by a poor tech- 
nique; the use of weak or contaminated sera; weak 
agglutinins or agglutinogens in the recipient’s 
blood; pseudo-agglutination characterized by rapid 
sedimentation of the red cells, such as is frequently 
seen in pregnancy and sepsis; auto-agglutination, 
in which the red cells are agglutinated by the 
patient’s own serum, a phenomenon which may be 
avoided by testing washed red cells; contamination 
of the recipient’s blood by bacteria; the indis- 
criminate use of the universal donor; and the de- 
velopment of iso-antibodies and hamolysins in the 
plasma of persons receiving previous transfusions of 
compatible blood. 

Other causes are the use of unclean apparatus and 
of citrated blood; incipient coagulative changes 
produced in the transfused blood before it enters 
the circulation by the agitation and whipping in- 
cident to its withdrawal; allergic phenomena in the 
recipient; the production of ill effects on the kidney, 
the cause of which is not understood; overtaxation 
and overdistention of a diseased heart; and the 
transmission of disease to the recipient. 

Harotp M. Britt, M.D. 








OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Pélya, J.: Surgical Operations in Senility (Chir- 
urgische Eingriffe im Senium). Therapie, 1931, viii, 
395: 

The theory that old persons should not be 
operated upon unless there is immediate danger to 
life is a widespread and deeply rooted medical mis- 
conception. Pélya disagrees with this view and 
reports the cases of twenty-seven patients who were 
operated upon between the ages of seventy-one and 
eighty-eight years and were cured. The conditions 
for which operation was done included incarcerated 
umbilical hernia (radical operation); bilateral in- 
carcerated femoral hernia (radical operation); in- 
carcerated inguinal hernia with gangrene of the 
spleen (resection of the spleen); incarcerated um- 
bilical hernia (bowel resection); ventral hernia 
(eighty-eight-year-old man); chronic appendicitis 
(appendectomy) ; internal incarceration and strangu- 
lation of the small bowel by a splenic band; sup- 
purative cholecystitis; pyloric stenosis; ulcer on the 
lesser curvature of the stomach; prolapse of the 
rectum; diabetic gangrene of the lower extremity 
(amputation below the knee); advanced carcinoma 
of the cheek; extensive carcinoma of the vulva; 
carcinoma of the prostate; and carcinoma of the 
cecum (seventy-nine-year-old woman). These cases 
prove that very old persons may survive even the 
most severe surgical interventions, and that age 
alone does not constitute a contra-indication to 
operation. 

While the aged organism is without doubt less 
well suited for surgical treatment than the young 
organism, it is possible today to operate under more 
favorable circumstances than existed from twenty 
to thirty years ago. Chiefly because of the extensive 
development of local anesthesia, our increased un- 
derstanding of asepsis, and our corresponding knowl- 
edge of after-treatment, senile patients may now 
be operated upon with greater safety than pre- 
viously. The two factors chiefly to be feared in the 
cases of aged patients are anesthesia and lowered 
resistance to infection. The greatest danger due 
to these two factors is pneumonia. Old persons not 
only develop pneumonia much more readily than 
young persons, but also resist it less well than young 
persons. Therefore an absolute requisite for opera- 
tion on old persons is the most complete applica- 
tion of all prophylactic and curative procedures 
against a possible postoperative pneumonia. While 
narcosis should be as limited as possible, it cannot 
always be avoided. It often serves as an adjuvant 
and often the operation itself requires deep anesthe- 
sia (internal intestinal obstruction). In exceptional 
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cases, provided the somatic conditions permit, gen- 
eral anesthesia must be used also for psychic rea- 
sons (excitation states, limited intelligence). How- 
ever, cautiously induced anesthesia is well tolerated 
by old persons. 

As the blood vessels and heart are practically 
never entirely intact in senility, it is not to be ex- 
pected that cardiac function and vascular innerva- 
tion will adapt themselves rapidly to the demands 
of severe infections and intoxications or massive 
hemorrhage. Therefore care must be taken to keep 
senile patients from coming to operation in a serious 
condition. An intoxication developing, for instance, 
from severe and advanced ileus can be successfully 
resisted by the younger organism by mobilization 
of all of its forces, but this is less to be expected of 
the old organism. On the other hand, in beginning 
ileus a completely successful result may be obtained 
from operation even in senility. 

In cases of uncomplicated hernia in young per- 
sons operation should always be advised, but in the 
cases of this condition in old persons operation 
should be done only if serious symptoms appear, 
if the hernia is not retained at all or not retained 
completely by a truss, if the patient does not 
tolerate a truss, if there are frequent incarcerations 
which become reduced spontaneously or can be re- 
duced by taxis, or if pain is caused by coughing or 
straining. 

In the aged, appendicitis is not very common, but 
it sometimes occurs in a very severe form. In such 
cases operation is indicated definitely. The prin- 
ciple of early operation, which is the rule in the 
cases of young persons, is not always to be followed 
in the cases of old persons, especially when the 
condition is mild or shows a tendency to improve. 
In definite, severe, or rapidly progressing cases pro- 
crastination is no more permissible in the cases of 
old persons than in those of young persons. 

The prognosis of ileus in the aged is comparatively 
poor, especially when the condition is complicated 
by peritonitis or severe intoxication which, in the 
senile body, are poorly resisted. Even in such cases 
a successful result may be obtained by operation 
performed at the right time. 

Gallstones occur frequently in old age and make 
operation absolutely essential because of their 
severe manifestations and complications. 

Gastric ulcers and their sequela are more com- 
mon in the young, but occasionally occur also in 
the aged and may be operated upon successfully 
in old persons. 

Hemorrhoids frequently cause marked discom- 
fort in the aged, the masses often enlarging because 
of impairment of the circulatory conditions. As a 
result of weakness of the sphincter, larger masses 
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readily prolapse, and it is particularly the com- 
plaints associated with prolapse which bring the 
patient to the surgeon for treatment. Excision is 
usually well tolerated so that even the very radical 
Whitehead operation may be done under local an- 
wsthesia. 

Removal of the hypertrophied prostate gland, 
especially by the transvesical operation, is well 
tolerated by old persons. 

Amputations for senile gangrene performed under 
local anesthesia are also well tolerated by aged 
persons provided there are no severe disturbances 
of the circulation and provided the operation is not 
delayed until septic manifestations have super- 
vened. 

A frequently recurring problem is the treatment 
of senile cancer. In the aged, carcinoma is frequent, 
but is relatively benign. Because of the latter fact 
operation is often regarded erroneously as unneces- 
sary and X-ray or radium treatment is used. How- 
ever, it must be borne in mind that benign car- 
cinomata are less sensitive to the X-rays and 
radium and that, because of their benign character, 
they are not apt to recur after surgical removal. 
Moreover, it means much to the patient to be freed 
of the cancer. The prognosis of surgical treatment 
of skin cancer, which is so frequent in the aged, is 
excellent. 

Operation for internai cancer constitutes a special 
problem, but even in this condition a good result 
may be hoped for from a radical procedure. In the 
absence of special contra-indications to surgical in- 
tervention, such as severe cardiac or renal insufti- 
ciency, an operable carcinoma should be operated 
upon even in the cases of patients who are very old. 

EMMERICH ILLEs (Z). 


Overholt, R. H., and Veal, J. R.: Difficulties in the 
Differentiation of Postoperative Pulmonary 
Complications. Surg. Clin. North Am., 1932, xii, 
655. 

The authors present case reports showing the 
difficulties in the differentiation of postoperative 
pulmonary complications. The greatest difficulties 
are encountered in the differentiation of atelectasis 
and pneumonia, either bronchial or lobular, espe- 
cially when the latter develops after the former. If 
atelectasis is present it will be in proportion to the 
hypoventilation of the lung tissue and will clear up in 
direct proportion to the re-establishment of pul- 
monary ventilation. 

Other pulmonary complications are more easily 
diagnosed. Unilateral massive collapse with shifting 
of the surrounding structures to compensate for the 
decrease in lobe volume, pulmonary infarction, and 
bronchitis are usually easily detected. Pleurisy, lung 
abscess, and pulmonary oedema also present more 
definite findings which can be readily differentiated. 
The diagnosis is dependent upon evaluation of the 
symptoms, physical findings, and roentgenographi- 
cal changes in relation to the time of their onset and 
their duration. MANuEL E. LicuTensteIn, M.D. 
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Brown, A. L., and Debenham, M. W.: Postopera- 
tive Pulmonary Complications: A Study of 
Their Relative Incidence Following Inhalation 
Anesthesia and Spinal Anesthesia. J. Am. 
M. Ass., 1932, xcix, 209. 


In the cases of 812 patients subjected to opera- 
tion, the authors found that pulmonary complica- 
tions were about 5 times more frequent after sub- 
arachnoid anesthesia than after inhalation anws- 
thesia. This was true regardless of the type of 
operation. The more closely the operative procedure 
approached the diaphragm the higher became the 
incidence of pulmonary complications. 

The authors attribute the greater incidence of 
pulmonary complications after spinal anesthesia to 
decreased depth and force of the respiratory move- 
ments, increased viscosity of the secretions of the 
tracheobronchial tree, a longer period of quietness 
after the operation, and the greater length of time 
required for operation under spinal anesthesia. 

GeEorGE R. McAuttrr, M.D. 


Bancroft, F. W., and Stanley-Brown, M.: Post- 
operative Thrombosis, Thrombophlebitis, and 
Embolism. Surg., Gynec. & Obst., 1932, liv, 898. 

From a study of postoperative thrombosis, 
thrombophlebitis, and embolism over a period of 
four years, the authors draw the following con- 
clusions: 

1. Loose abdominal dressings, early postoperative 
feeding, and the administration of fluid relieve post- 
operative distention and distress and may diminish 
the incidence of thrombosis. 

2. Blood studies show that certain persons are 
more prone to develop thrombosis than others. The 
blood abnormalities can frequently be improved by 
diet and intravenous medication. 

3. Operative and postoperative trauma and in- 
fection probably liberate substances in the blood 
which tend to change normal into abnormal clotting 
factors. Routine blood studies frequently show 
changes in the clotting factors before the onset of 
thrombosis and thrombophlebitis. In some cases 
thrombosis and embolism may be aborted by giving 
a diet low in fats and proteins and administering 
sodium thiosulphate intravenously. 

4. While it is not certain that the administration 
of sodium thiosulphate is the best method of solving 
the problem, it seems to be a definite aid. 

Emit C. RopitsHek, M.D. 


Garbien, A.: Early Postoperative Herniz (Fruehe 
postoperative Eventrationen). Ginek. polska, 1931, 
X, 731. 

After reviewing the history, classification, eti- 
ology, prevention, symptoms, course, prognosis, and 
treatment of postoperative hernie, the author dis- 
cusses his own statistics and the results of treatment. 

Of 1,123 cases in which a laparotomy was per- 
formed in the Obstetrical and Gynecological Section 
of the General Hospital of Lemberg in a period of 
three years, a postoperative hernia occurred in 23 (2 
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per cent). Fifteen of the women with postoperative 
hernia died, the mortality of the condition being 
therefore 65 per cent. . 

The author divides the cases of postoperative 
hernia into 3 groups. In the first group he places 7 
cases of mechanical hernia, which constituted 0.62 
per cent of the total number of postoperative herniz. 
The predisposing factor in this complication was 
careless suturing of the rectus sheath, and the 
immediate causative factor was an increase in the 
intra-abdominal pressure from coughing or vomit- 
ing. The prognosis was favorable, the mortality 
being only 14.2 per cent (1 death). The treatment 
consisted of freshening of the wound edges and im- 
mediate secondary suture. 

In the second group the author places 7 cases of 
asthenic hernia, the cause of which was a disturbance 
of nutrition from cachexia, marked anemia, or 
diabetes mellitus. The prognosis was poor as the 
mortality was 83.3 per cent (5 deaths). The treat- 
ment consisted in improvement of the nutrition and 
secondary suture. 

In the third group Garbien places to cases of 
suppurative hernia due to infection of the laparot- 
omy wound. In these cases the prognosis was very 
poor, the mortality being 90 per cent (9 deaths). The 
treatment was conservative. 

The direct causes of the mechanical herniz were 
diffuse bronchitis in 5 (71.4 per cent) of the cases, 
spreading pneumonia in r (14.3 per cent), and active 
pulmonary tuberculosis in 1 (14.3 per cent). The 
direct causes of the asthenic hernie were cancerous 
cachexia in 2 (33.3 per cent) of the cases, sarcoma- 
tous cachexia in 1 (16.7 percent), diabetes mellitus in 
1 (16.7 per cent), and posthemorrhagic asthenia in 2 
(33.3 per cent). The direct causes of the suppurative 
herniz were primary suppuration of the fascia of the 
recti muscles in 5 (50 per cent) of the cases, and 
secondary suppuration of the fascia of the recti 
muscles in 5. 

The postoperative herniz may be divided accord- 
ing to the surgical procedure as follows: 

Of 368 cases of hysterectomy by the method of 
Freund, a mechanical hernia developed in 3 (0.81 
per cent), an asthenic hernia in 4 (1.08 per cent), and 
a suppurative hernia in 6 (1.63 per cent). Altogether 
there were 13 hernie after this operation, the inci- 
dence of the complication being therefore 3.52 per 
cent. Of 53 hysterectomies by the method of Wert- 
heim, a suppurative hernia occurred after 2 (3.7 
per cent). Of 44 hysterectomies by Freund’s method 
for carcinoma of the portio, a hernia followed 2 
(4.54 per cent). One of the herniz was asthenic and 
I was suppurative. Of 224 supravaginal amputations 
of the uterus, a mechanical hernia developed after 3 
(1.35 per cent). Of 264 cases in which the adnexa 
were removed, a mechanical hernia developed in 1 
(0.38 per cent), and an asthenic hernia in 2 (0.76 per 
cent). The total incidence of hernia in this group 
was therefore 1.14 per cent (3 herniz). Of 94 cases 
of czsarean section, a suppurative hernia developed 
in 2 (2 per cent). 
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With regard to the relation of postoperative 
hernia to disease, the statistics show that of 97 cases 
of carcinoma of the portio, an asthenic hernia 
developed in 1 (1 per cent) and a suppurative hernia 
in 3 (3 per cent), and of 14 cases of carcinoma of the 
body of the uterus, an asthenic hernia developed in 1 
(7.4 per cent). Of 265 cases of uterine myoma, a 
mechanical hernia developed in 2 (0.75 per cent), an 
asthenic hernia in 1 (0.83 per cent), and a suppura- 
tive hernia in 3 (1.13 per cent). The total incidence 
of hernia in this group was therefore 2.26 per cent 
(6 herniz). Of 6 cases of sarcoma of the uterus, a 
mechanical hernia developed in 1 (16.7 per cent), 
and of 3 cases of sarcoma of the ovary, an asthenic 
hernia occurred in 1 (33.3 per cent). Of 114 cases of 
ectopic pregnancy, an asthenic hernia occurred in 2 
(1.75 per cent). Of 226 cases of cystic tumors and 
papillary cystadenoma of the ovary, a mechanical 
hernia occurred in 2 (0.88 per cent). Of 98 cases of 
non-suppurative inflammations of the adnexa, a 
mechanical hernia occurred in 2 (2 per cent), and of 
98 cases of suppurative inflammations of the adnexa, 
a suppurative hernia occurred in 2 (2 per cent). 

The author is of the opinion that a classification of 
postoperative hernia into mechanical, asthenic, and 
suppurative is necessary because in each of these 
groups the symptoms, prognosis, and mortality are 
different and different treatment is required. 

St. von SoBIERANSKI (G). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Bird, C. E., and MacKay, E. M.: The Healing of 
Wounds; An Experimental Study to Show the 
Influence of Body Dehydration. Surg., Gynec. & 
Obst., 1932, liv, 872. 

The authors state that for an understanding of 
wound healing it is necessary to consider: (1) the 
factors which control the initiation of the process, 
(2) the factors which control subsequent growth, and 
(3) the factors which bring about cessation of healing. 

In experiments on rats Bird and MacKay followed 
in general the method described by Harvey and 
Howes. The body weights and the food and fluid 
intake of the animals were recorded daily. All of the 
animals were kept on a slightly modified Osborne 
and Mendel diet. Under ether anesthesia a trans- 
verse incision 1.5 cm. long was made in the pyloric 
antrum on the anterior wall of the stomach. This 
was immediately sutured in two layers with con- 
tinuous No. ooo plain catgut by a uniform technique. 
Precautions for asepsis were found unnecessary, and 
there was never any evidence of peritoneal inflamma- 
tion or infection of the abdominal wounds. From 
four to fourteen days after the operation the strength 
of the wound in the gastric wall or, if the wound 
proved the more resistant, of the gastric wall itself 
was estimated by the following procedure: 

The rats were killed with ether and their stomachs 
excised immediately and kept moist with physiolog- 
ical sodium chloride solution. ‘The cesophageal 
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orifice was tied off securely and a suitable cannula 
introduced into the stomach through the pylorus 
and tied in place. The stomach was then distended 
with air until it burst, and the pressure at the instant 
of bursting was recorded in millimeters of mercury. 

The experiments show that, in rats, moderate 
dehydration comparable to states of dehydration ob- 
served clinically result in striking weakness in gastric 
wounds and elsewhere in the walls of the stomach 
than in the region of the wounds. These effects are 
marked up to at least fourteen days after operation, 
the limit of time to which the experiments were 
continued. 

It is suggested that dehydration has a decided 
inhibitory effect on the processes of repair in general, 
and that even after as short a period as four days 
causes sufficient destruction of body protoplasm to 
weaken many tissues considerably, whether or not 
they have been operated upon. 

These findings emphasize the importance of an 
adequate supply of fluid in all cases of injury. It 
must be borne in mind, however, that dehydration 
can neither be prevented nor cured by water alone. 
Sodium chloride must be supplied in addition. 

Emit C. RositsHEeK, M.D. 


Lucchesi, P. F.: The Serum Treatment of Nineteen 
Cases of Anthrax, Including One of External, 
Internal, and Bacterzemic Type. Am.J. M.Sc., 
1932, clxxxiii, 795. 

Anthrax is a not infrequent condition among 
workers in the wool and leather industries. No 
other industrial disease has such an insidious onset 
and such devastating results. It may be fatal in 
twenty-four hours. The mortality is 10 per cent in 
the external type of the condition, 90 per cent in the 
internal type, and 100 per cent in cases with blood- 
stream infection. In the nineteen cases reported by 
the author there were no deaths. 

The disease is prevalent among animals and con- 
tracted by man through the handling of infected 
materials, either directly or indirectly. Most of the 
infections in man can be traced to foreign hides. 
Infection has occurred from the use of shaving 
brushes and through foot wounds and from the soil. 
As person-to-person infection is rare, it should be 
possible to treat cases in a general hospital. 

Anthrax is external or internal in type. The pul- 
monary form results from the inhalation of dust 
impregnated with anthrax bacilli. It usually occurs 
in wool sorters. The intestinal form follows the 
ingestion of bacilli or the highly resistant spores, 
which probably gain entrance to the mouth from 
contaminated hands. The external type of anthrax, 
which is the most frequent, is also of two forms— 
the solitary lesion, called ‘malignant pustule,”’ and 
the diffuse or “malignant oedema” form. The most 
common sites of the external type are the face, neck, 
forearms, and arms. All of the author’s cases were 
of the external type, but in one case of malignant 
cedema the pulmonary type with bacteremia was 
also present. 
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The author describes the symptoms of the various 
types. The pulmonary type is characterized by pain 
in the chest, cough, bloody sputum, and cyanosis, 
and the intestinal type by abdominal pain, nausea, 
vomiting, and diarrhcea. 

In the treatment of the disease numerous cor- 
rosives and antiseptics have been used and even 
cauterization and excision of the pustule have been 
tried. Excision was done in one of the cases reported 
by the author, but was followed by extensive spread 
of the oedema. Mercury succinimide was tried in 
conjunction with anti-anthrax serum, but was 
abandoned in favor of the use of the serum alone. 

The serum is given in one large dose, repeated 
after twenty-four hours if necessary, rather than in 
smaller doses at intervals of eight hours. The lesion 
is cleansed with saline solution and a culture and 
smears are taken, the scab being elevated or a small 
vesicle ruptured if necessary. Blood is taken for 
culture and warm anti-anthrax serum allowed to 
run in slowly through the same needle. As a rule 
150 c.cm. of serum are used, but the dose varies from 
too to 250 c.cm. If the location of the lesions per- 
mits, a total of from 30 to 50 c.cm. of serum is 
injected well outside of the lesion through four 
points in a circle. The oedema shows an increase for 
twenty-four hours, but begins to decrease in forty- 
eight hours. At the end of seven days only the 
black eschar remains. 

Serum reactions accompanied by chills were 
noted in four of the author’s cases, but were easily 
controlled by hot drinks, external heat, and adren- 
alin. The case of both external and internal an- 
thrax with blood-stream infection is reported in 
detail. 

In a review of the literature the author cites 
Krouse’s report on 200 cases treated with normal 
beef serum with 1 death. Ruiz has obtained good 
results from the use of bacteriophage.  Pijper 
reported 40 cases treated with 2 or 3 injections of 
0.9 gm. of neo-arsphenamine with no deaths. 

E. S. Pratt, M.D. 


Unger, E.: The Treatment of Gas Gangrene with 
Serum (Behandlung des Gasbrandes mit Serum). 
Zentralbl. f. Chir., 1932, p. 1006. 


In the year 1917 reports were made from numerous 
sources regarding the use of a polyvalent gas- 
oedema serum. In 1931, attention was again drawn 
to the problem of the treatment of gas oedema by 
Loehr, Zeissler, and Schlossberger who reported 
investigations carried out with two sera, one a poly- 
valent gas-cedema serum which neutralizes the 
toxin of the gas-gangrene bacillus, and the other an 
anaérobic serum which contains tetanus antitoxin. 

In animals, the polyvalent serum prevents gas 
gangrene as surely as tetanus antitoxin prevents 
tetanus infection. In clinical cases the evaluation 
of the serum is diflicult because the clinical picture 
associated with a positive anaérobic culture may 
vary considerably, and because the virulence test 
in experiments on animals is no index of the patho- 
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genic action of the organism in man. The author 
believes that in two of six cases of gas gangrene of 
the head and body the serum had a favorable effect 
upon the course of the disease. In thirteen cases of 
gas gangrene of the extremities he gained the im- 
pression that injection of the serum into the arm 
or leg proximal to the site of the lesion prevented 
the spread of the infection. Amputations could 
still be done safely in the upper zone of the gas 
phlegmon. In the cases of two children with severe 
injuries of the lower extremities who were given 
prophylactic injections of the serum, the develop- 
ment of gas gangrene was not prevented, but the 
spread of the condition was checked by several more 
injections and several small incisions over bulging 
areas. One patient died from anaphylactic shock, 
and it is probable that anaphylactic disturbances 
were a factor also in the death of another. 

“he author draws the following conclusions: 

1. The wounds should first be treated by exten- 
sive removal of all destroyed tissue and with drain- 
age, and should be left open. 

2. Prophylactic injections of serum should be 
made around all wounds in which gas-bacillus in- 
fection is possible, especially automobile injuries. 
Preferably, an anaérobic serum should be used, but 
if tetanus antitoxin has been administered pre- 
viously, only gas-gangrene serum should be em- 
ployed. 

3. In definite cases of gas gangrene, serum diluted 
with a large quantity of salt solution to which adrena- 
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lin has been added should be injected slowly proxi- 
mal to the wound. As a rule the injection should 
be given intravenously, but in some cases intra- 
arterial injection is indicated. 

4. In order to prevent anaphylactic shock, the 
main dose of serum should be given under anesthesia 
and with great care. Several hours previously a 
small dose should be given for desensitization. 

A. BRUNNER (Z). 


ANZSTHESIA 


Nogara, G.: The Alkali Reserve and Anesthesia 
(Riserva alcalina ed anestesia). Clin. chir., 1932, 
Vlil, 253. 

After a brief general discussion of postoperative 
acidosis and a consideration of the many factors 
which may be involved in this condition the author 
presents the results of his investigations regarding 
the relative value of ethylene and ether anesthesia 
in the prevention of acidosis. After the operation 
nothing that might disturb the alkali reserve was 
administered to the patient. When hypodermoclysis 
was necessary, only physiological saline solution was 
given. Specimens of blood used to determine the 
carbon-dioxide combining power as an index of 
acidosis were taken just before, immediately after, 
and seven, twenty-four, and sometimes forty hours 
after the operation. It was found that the acidosis 
was'much less marked after ethylene than after 
ether anesthesia. A. Louts Rost, M.D. 














ROENTGENOLOGY 


Duval, P., and Béclére, H.: Insufflation of the 
Stomach in Clinical Roentgenology; Pneumo- 
gastroroentgenography (L’insufflation de l’esto- 
mac en radiologie clinique; pneumogastroradiogra- 
phie). Presse méd., Par., 1932, xl, 981. 


The authors state that pneumogastroroentgenog- 
raphy is of great value in cases of vegetating gastric 
cancer, gastric polyps, and other intragastric tumors. 
In cases of cancer it not only shows the mass clearly 
in the gastric cavity, but also reveals its base and 
point of implantation in the gastric wall, information 
which is of importance in determining the operabil- 
ity of the condition. In cases of polyposis it shows 
the individual polyps and the size of the individual 
pedicles. In cases of single gastric polyps it permits 
an accurate estimation of the size and point of im- 
plantation of the pedicle. 

Insufflation has been employed by some also in 
cases of gastric ulcer, but the authors advise against 
its use in this condition as it yields no more informa- 
tion than the opaque meal and is associated with the 
danger of rupture of the eroded gastric wall from the 
increased intragastric pressure. 

In the technique of insufflation used by the au- 
thors an Einhorn tube is passed and when the X-ray 
shows that this has entered the ampulla of the stom- 
ach air is insufflated by a Dieulafoy pump. If pain 
results the air is at once aspirated and the examina- 
tion discontinued. Effervescent powders are not 
employed because the gas tension cannot be con- 
trolled. 

After the insufflation of the air roentgenograms 
are made with the patient in the standing position 
to demonstrate the large gastric cul-de-sac, in the 
prone position to obtain a view of the middle por- 
tion of the stomach, and in the prone position with 
the head lowered and the feet elevated on a tilting 
table in order to fill and obtain a view of the 
pylorus and duodenum. 

In conclusion the authors state that this proce- 
dure is only complementary to other roentgenc- 
graphic studies. James B. Mason, M.D. 


KahlImeter, G.: Modern Physiotherapeutic Meas- 
ures. Proc. Roy. Soc. Med., Lond., 1932, XXv, T117. 


The author discusses all of the modern physio- 
therapeutic measures, but devotes most of his article 
to roentgen-ray treatment and gives the impression 
that this is the method he prefers. 

He believes that in chronic arthritis massage is of 
value chiefly to get rid of exudates. He states that 
even in acute cases of arthritis active and passive 
movements are very important. He believes that 
baths are of benefit chiefly because of the movement 


PHYSICOCHEMICAL METHODS IN SURGERY 


469 


of the joints in the water. Except in cases of osteo- 
arthritis, diathermy has not proved of value. Fre- 
quently it increases the pain. 

Kahlmeter has found fractional courses of X-ray 
irradiation beneficial in all forms of arthritis. He 
advocates 1/6 of a skin-erythema dose every two or 
three days until 50 per cent of an erythema dose has 
been given. The kilovoltage and filter depend upon 
the depth and size of the joint. 

Good results were obtained with this treatment in 
60 per cent of 180 cases of rheumatoid arthritis, 90 
per cent of 15 cases of gonorrhceal arthritis, and 60 
per cent of 10 cases of gout. In osteo-arthritis and 
spondylosis rhizomelica the results were less satis- 
factory, a good result being obtained in only 4o per 
cent of 41 cases of the former condition and no im- 
provement in the 6 cases of the latter condition 
which were treated. 

Of 122 patients with peritendinitis, 90 per cent 
recovered, 8 per cent were benetited, and 2 per cent 
were not benefited. A good result was obtained in 
65 per cent of 34 cases of lumbago, 60 per cent of 65 
cases of sciatica, and 80 per cent of 54 cases of 
brachial neuralgia. 

The results reported were immediate results. It is 
not certain that X-ray treatment will protect against 
recurrences. However, it has the advantages of 
being simple, speedy, and inexpensive. 

Cartes H. Heacock, M.D. 


Holthusen, H.: Radiotherapy in Otorhinolaryngol- 
ogy (Strahlentherapie in der Oto-Rhino-Laryngolo- 
gie). Zischr. f. Hals-, Nasen-, u. Ohrenheilk., 1932, 
XXK1,.3. 

Holthusen presented a very thorough review of 
radiotherapy in diseases of the ear, nose, and throat 
at the meeting of the Society of German Otorhino- 
laryngologists at Ems in 1932. He discussed brietly 
the history of the development of treatment with 
roentgen and radium rays—the intensive treatment 
with the roentgen rays since 1910 and the technique 
of treatment with radium and mesothorium since 
19to and rot2. He called attention to the increase 
in our knowledge of the manner in which the rays 
produce their effects and showed how the discovery 
of the greater effectiveness of radium led to a change 
in roentgen treatment with prolongation of the irra- 
diation time and simultaneous compensation for the 
scattered fractioning by a marked increase in the 
total dose, the so-called “protracted irradiation.” 
With this change more attention was paid to the 
wide differences in the radiosensitiveness of tumors. 
The aim now is to administer a definite dose—the 
smallest dose that will destroy the tumor—to the 
entire area involved by the neoplasm. The attain- 
ment of this aim depends, not on the capacity of the 
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apparatus, but on the tolerance of the tissue sur- 
rounding the tumor. We are now becoming able to 
prognosticate the radiosensitiveness of a tumor from 
its histological character. However, for the general 
prognosis, the extent of the tumor, the extent of 
regional metastasis or dissemination in the organism 
as a whole which is present or to be expected, and 
the nature of the parent tissue are also of importance. 
Carcinomata of the mucous membrane of the upper 
respiratory tract which are formed from the more 
highly differentiated prickle cells are less radio- 
sensitive than those arising from the immature basal 
mucous membrane layers. Of fundamental impor- 
tance is the change in the time factor in protracted 
and fractional roentgen irradiation according to the 
method of Regaud and Coutard with large total 
doses (in addition to increased voltage and hard 
filtration). For this method Holthusen proposes the 
term “protracted irradiation” to differentiate it 
from the earlier short irradiation. Radium rays and 
roentgen rays are equal in value, basically, but 
radium is rendered more effective by the time condi- 
tions of its use and the greater possibility of con- 
centrating its rays in space. 

Holthusen next discusses the possibilities of gen- 
eral methods of roentgen and radium treatment 
according to the variations in the site, extent, and 
accessibility of tumors of the upper respiratory tract 
and the ear. It has proved of practical value to 
divide the cases into 3 groups: (1) cases in which no 
lvmph glands are demonstrable by palpation; (2) 
cases with palpable but easily movable lymph 
glands that have not yet broken through their cap- 
sules; and (3) cases with bilateral lymph-node metas- 
tases or lymph glands which are adherent to their 
surroundings. In deciding on the treatment it is 
necessary to consider also the radiosensitiveness of 
the tumors as evidenced by their histological struc- 
ture. It is generally agreed that in cases with pal- 
pable lvmph-gland metastases operative removal of 
the glands is indicated. For glands with an already 
ruptured capsule nothing can be considered but 
thorough roentgen irradiation or distant radium 
irradiation. In the use of large total doses the fact 
that the reactions which regularly occur in the 
healthy surrounding tissues are of a temporary char- 
acter is of importance. ‘These reactions are dry 
exfoliation or weeping dermatitis, inflammation of 
the epithelium with the formation of a diphtheritic 
membrane on the mucous membrane, dryness of the 
mouth, rhagades formation in the angles of the mouth, 
the secretion of viscid mucus, diminution in the sense 
of taste, transient early oedema of the larynx, and 
disturbances in swallowing. 

A table of 185 of the author’s cases shows that in 
more than half of them at least temporary complete 
freedom from symptoms was obtained. This relief 
lasted from four months to two years in spite of the 
fact that the table includes all of the cases, even 
those that were almost in the terminal stage at the 
time of treatment. In comparison with the results 
of the previous, mainly surgical, treatment, the 








results of irradiation are still unsatisfactory in tu- 
mors of the nose and nasal sinuses, of the naso- 
pharynx, and of the mouth with the exception of the 
tongue. The results are better in cancer of the lip 
(particularly from the cosmetic standpoint) and are 
especially good in cancer of the tonsil and hypo- 
pharynx. They are favorable also in cancer of the 
larynx. For cancer localized on the vocal cords 
radium treatment through a window resection is 
used, but for all other cases roentgen treatment is 
preferable. ALBANUSs (H). 


Mattick, W. L.: Radiation Therapy of Cancer: 
Basic Principles, Their Application and Re- 
sults. Radiology, 1932, xviii, 1070. 

This article begins with a brief review of the action 
and the more essential physical measurements of the 
harder roentgen rays and the gamma rays of radium 
used in the treatment of cancer. The biological ac- 
tion is dependent upon the incident radiation ab- 
sorbed and the law of Bergonie and Tribondeau that 
young growing cells undergoing mitosis are more 
susceptible to radiation than adult cells. The body 
tissues are arranged according to their radiosensi- 
tivity as follows: lymphatic tissue, leucocytes, 
testicular and ovarian tissue, basal skin layer, 
mucous membranes, endothelial lining of vessels, 
adrenals, liver, kidney, connective tissue, muscles, 
cartilage, and bone. 

The systemic effects of radiation mentioned are a 
decrease in the blood pressure and in the potassium, 
sodium chloride, cholesterol, and fatty acid content 
of the blood, and an increase in the alkali reserve, 
hydrogen-ion concentration, calcium content, plasma 
volume, total plasma proteins, and the coagulability 
of the blood. 

With regard to dosimetry the author discusses the 
direct method of measurement with ionization 
chambers and the indirect method depending on the 
sphere gap, voltmeter, milliammeter, and an accu- 
rate timepiece; measurement in terms of surface 
reaction or biological erythema and depth dose; and 
the means used to determine effective wave lengths 
or quality of the beam employed in roentgen therapy. 
Attempts at standardization have resulted in quite 
general adoption of the international unit, the 
roentgen, designated as “r,”’ and the newer dosime- 
ters are calibrated to register it. The Cleveland 
Clinic has given the following physical dosage, ex- 
pressed in r, as corresponding well with the biological 
erythema, or 100 per cent dose, when secondary 
radiation is eliminated: 


R units 
Gamma rays ; Sivses se. SyO90—2,/000 
200 kv. (Cu).. Ee ey .. 800-—-1,500 
140 kv. (Al).... : se 600 
go kv. (unfiltered ). 400 


In actual technique with either the roentgen rays 
or radium, great care must be taken to use filters 
which will deliver the ray quality desired. In roent- 
gen therapy, 3 mm. of aluminum, from o.5 to 3 mm. 
of copper, and 1 mm. of lead are used, but for routine 




















work o.5 mm. of copper is probably most efficient 
and economical. In the use of radium, a filter which 
will screen out approximately 99 per cent of the beta 
rays is generally employed. Attention should be 
paid to the field size and its relation to the time 
element for the erythema dose and to the well- 
known inverse square law affecting the time element 
in relation to the skin-target distance from the 
source of radiation. 

For a divided dosage technique a comprehensive 
idea of the principles involved is necessary. Thus, 
the erythema produced by a single massive dose 
of 100 per cent at 200 kv. with a filter of o.5 mm. 
of copper, effective 0.6 A, has been found to cor- 
respond to that of a dose of 110 per cent over three 
days, 120 per cent over five days, 130 per cent over 
eight days, 140 per cent over ten days, and 150 
per cent over fifteen days, when treatment is given 
every second or third day. 

The chief methods of radiation used at present 
are listed as follows: 

1. Massive dose technique. Unfiltered; aluminum 
or copper. 

2. Divided dose technique. Aluminum or copper 
up to I mm. 

3. Protracted dose technique. Three millimeters 
of copper or 1 mm. of lead. Low milliamperage. 

4. Saturation dose technique. Aluminum or cop- 
per. 

The proper treatment of cancer depends upon 
early diagnosis and the use of radiation and surgery 
in various combinations. The author briefly re- 
views the methods of treating common types of 
malignancy and the five-year end-results reported 
from sources with sufficient material to make their 
statistics of value. 

Among the conditions considered are basal-celled 
epithelioma or rodent ulcer, in which a high per- 
centage of good results has been obtained; squamous- 
celled epithelioma or epidermoid carcinoma (includ- 
ing lesions of the skin, lip, penis, clitoris, and 
vulva); and epithelioma of the tongue, floor of the 
mouth, alveolar process, palate, antrum, pharynx, 
tonsils, and larynx, in which the results have been 
less favorable. In the treatment of cancer of the 
cesophagus, stomach, and colon by radiation only 
palliative results can be expected. Breast cancer is 
discussed at some length, mainly from the stand- 
point of radiation combined with surgery. In some 
cases of rectal cancer, epithelioma of the bladder, 
and carcinoma of the prostate, favorable results have 
been obtained from radiation. 

In epithelioma of the cervix uteri radiation has 
accomplished one of its most notable triumphs. 
Many of the largest clinics have discarded radical 
hysterectomy in this condition in favor of radiation, 
which produces as good results with practically no 
operative mortality. Adenocarcinoma of the fundus 
uteri has also responded favorably to radiation. 

In round-cell carcinoma of the testis, even after 
the disease has shown evidence of metastasis, spec- 
tacular temporary reactions are obtained by radia- 
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tion. Thymoma responds similarly. Up to the 
present time the results obtained by the author in 
primary carcinoma of the bronchi and lungs have 
been poor, but in metastatic lung involvement good 
palliative results have sometimes been obtained. 
Mixed tumors of the parotid react fairly well. In 
mixed tumors, hypernephroma, and adenocarcinoma 
of the kidney only palliation is obtained as a rule. 

The lymphoblastomata, including Hodgkin’s dis- 
ease, lymphosarcoma, and the leukemias are char- 
acterized by a comparatively high degree of radio- 
sensitivity. Although the improvement may be 
only temporary, it is better than can be achieved 
by any other method. The author believes that 
moderate treatment to meet the indications is pref- 
erable to intensive radiation. 

In some cases of fibrosarcoma satisfactory results 
have been obtained. In bone sarcoma the results 
are poor except in sarcomata of the Ewing type, 
in which marked objective and subjective pallia- 
tion is obtained. So-called giant-cell tumors of bone 
have responded generally with a most gratifying 
and lasting result. In melanosarcoma a good result 
may be expected in a fair proportion of the cases 
if the patients are seen early before metastasis has 
occurred. 

In conclusion the author warns against over- 
treatment. He states that it is generally regarded 
as best to treat cases with a heavy dose and not 
to repeat the radiation any more frequently than 
is absolutely necessary—in the average case not 
within two or three months. Too frequent repeti- 
tion may lead to a late tissue reaction three or 
four months after the last exposure. 

ApotpH Hartunc. M.D. 


Zwerg, H. G.: The Theoretical, Experimental, 
Clinical, and Economic Bases of Protracted 
Fractional Roentgen Irradiation of Malignant 
Tumors (Die theoretischen, experimentellen, kli- 
nischen und wirtschaftlichen Grundlagen der pro- 
trahiert-fraktionierten Roentgenbestrahlung malig- 
ner Tumoren). Strahlentherapie, 1932, xliii, 201. 

The author presents a comprehensive report on 
the experimental, clinical, and economic bases of 
roentgen irradiation by Coutard’s method. Cou- 
tard’s method consists essentially of a series of 
roentgen irradiations extending over three or four 
weeks. The individual doses are greatly reduced, 
but the total dose is extraordinarily large. Alto- 
gether, from 6,000 to 10,000 r, equaling from 10 to 
20 skin-erythema doses, are distributed over two or 
three fields. In the original method the intensity 
averages from 3 to 4,r per minute, no more than 
180 r are applied at each sitting, and the size of the 
field does not exceed 150 sq. cm. 

The author studied the difference between simple 
fractioning without protraction and fractioning with 
protraction. In the first method 18o r are given in 
about six minutes, and in the second method 180 r 
are given in about sixty minutes. In the first series 
of experiments the differences in the skin reactions 
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after protracted and non-protracted irradiation were 
studied. In rabbits it was impossible to find, either 
macroscopically or microscopically, any difference 
which indicated an advantage or disadvantage of 
either the protracted or the non-protracted method. 
After doses of 6,500 r there were no changes in the 
vessels and no noteworthy connective tissue prolifer- 
ations. Injury did not occur until the dose was 
raised to 9,600 r and was then slight and apparently 
reparable. The protraction seemed to play a subordi- 
nate role in the injury. 

In the second series of experiments the effect on 
the white blood-cell picture was investigated. In 
both cases a typical curve was obtained. With 
protraction, the total number of leucocytes showed 
a slow decrease which continued until the irradiation 
time was half over and then increased. Without 
protraction, the decrease was more sudden and the 
increase somewhat delayed. The behavior of the 
lymphocyte curve was the decisive factor. The more 
rapidly the lymphocytes decreased, the more severe 
was the injury. In the animals that died, the lympho- 
cyte curve remained very low and showed no 
tendency to rise. These animals belonged to the 
group that were irradiated without protraction. 





INTERNATIONAL ABSTRACT OF SURGERY 


When the lung was irradiated, inflammatory 
thickenings of the septa similar to pneumonic foci 
were found in many of the cases in which the non- 
protracted method was used. When the protracted 
method was employed only a very slight reaction 
was noted. The author therefore concludes that 
irradiation by the protracted method is less harmful. 

In their effect on the heart muscle no difference 
was noted between the two methods of irradiation, 
but in their action on the kidneys a remarkable 
difference was apparent. Irradiation of the kidneys 
without protraction caused very marked changes 
and degeneration of the renal epithelium, a remark- 
able increase in the connective tissue, and destruc- 
tion of the tubuli contorti, whereas irradiation with 
protraction produced only such slight changes that 
the picture could not be regarded as pathological. 

The clinical conditions treated were mainly car- 
cinomata of the pharyngeal tonsil, the pharynx, 
the larynx, the tongue, and the mucous membrane 
of the cheek. The results were in general good, but 
the author states that the more frequent cure of 
deeply situated carcinomata cannot be expected until 
a much higher percentage of superficially located 
carcinomata are cured. Raas (G). 














CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Schilling, V.: The Biological Leucocyte Curve as an 
Indicator of the Course of Disease and Its 
Practical Application (Die biologische Leukocy- 
tenkurve als Spiegel des Krankheitsablaufs und ihre 
praktische Verwendung). Med. Klin., 1932, i, 283, 
319. 

The character of a hemogram depends funda- 
mentally, not on the type of the infecting organism, 
but on the general laws of infectious or toxic injury 
of the body. In agreement with his theory that, in 
addition to the myeloid neutrophile system, there is 
a monocytic reticulo-endothelial system and a lym- 
phocytic system, the author is able, as the result of 
years of observation and investigation, to distin- 
guish by systematic blood studies three definite 
time intervals in the course of infections. 

At the beginning of every infection there is the 
neutrophilic resistance which is manifested less by 
an absolute increase in the number of leucocytes 
than by a nuclear shift. After this first period of 
active defense there is a monocytic intermediate 
phase as the manifestation of the development of 
immunity by the body, and finally there is a long 
lymphatic phase which is characteristic of the heal- 
ing process and is frequently accompanied by an in- 
crease in the eosinophiles. These various reactions 
are shown by curves from a septic process and a 
malarial infection. Schilling’s pupil, Barner, inde- 
pendently of Detre and Hoff, demonstrated a rela- 
tionship between the neutrophilic response and the 
nuclear shift in diabetic coma with acidosis. He 
believes that it is less the acidification alone than the 
combined effect of the acidosis and alkalosis on the 
protein catabolism that constitutes the chemotactic 
principle. Protein destruction is common to infec- 
tions and toxic processes. Parenteral injection of 
protein has the same effect. In support of these 
theories the author cites obstetrical, gynecological, 
surgical, and medical cases and particularly such 
conditions as pregnancy, labor, operation, and nar- 
cosis. The long-recognized stages in the course of 
disease, such as the rise to the climax, the crisis, and 
the recovery, are evident in the hemogram. The 
neutrophilic phase assists pus formation, the mono- 
cytic reaction stimulates macrophagocytosis in the 
sense of Metchnikoff, and the lymphocytic reaction 
stimulates the lymphocytic invasion in chronic and 
healing processes. Therefore the biological leucocyte 
curve is a picture of the inflammatory reaction tak- 
ing place in the entire organism, an enlarged projec- 
tion of the local process by which the body, with the 
aid of the hamatopoietic organs, protects itself 
against foreign toxins. K. Herm (G). 
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Wertheimer, P.: Records and a Discussion of Sur- 
gical (Edema of the Extremities (Documents et 
réflexions sur les oedémes chirurgicaux des mem- 
bres). J. de chir., 1932, XXxxix, 650. 


Wertheimer reports six cases of surgical oedema. 
The first was a case of congenital elephantiasis of the 
legs and genitals of unknown cause. Lymphangio- 
plasty with wide excision gave excellent results. 

In the second case there was a localized elephan- 
tiasis of one arm. The only possible etiological fac- 
tor seemed to be a violent emotional disturbance. 
Lymphangioplasty was beneficial, but less success- 
ful than in the first case. The drainage material was 
poorly tolerated. Sympathectomy and aponeurotic 
excisions proved useless. 

The third case was that of a young girl who sud- 
denly developed a marked cedema of one leg after a 
slight attack of fever. Pelvic lesions were found. 
Lymphangioplasty and gynecological interventions 
proved useless. 

In the fourth and fifth cases there was a traumatic 
cedema of one leg. In the latter, ramisection had a 
good result. 

In the sixth case the oedema followed a slight 
trauma. Sympathectomy was only temporarily 
successful. A spina bifida was discovered, but oper- 
ation for this condition was without effect on the 
cedema. Aponeurotic excision was also of no avail. 

In the past, infection was regarded as a possible 
cause of a kind of dermatitis or chronic cellulitis 
blocking the lymph passages or causing an obstruct- 
ing adenitis or lymph stasis. However, such a cause 
was not evident in the cases reviewed. Ligation of 
all of the lymphatics of a limb will not cause oedema. 
Neither will venous obstruction alone. Calvé con- 
cluded from his experiments that the lesions of the 
venous system producing cedema are parietal, adven- 
titial, and periphlebitic. Clinically, Leriche has 
shown that resection of an obliterated vein causes 
the immediate disappearance of oedema, having the 
effect of a sympathectomy. This leads to the con- 
sideration of anatomical or functional changes of the 
nervous system as a cause of chronic oedema. The 
theories vary according to whether the irritative or 
destructive lesion is considered to affect the medul- 
lary centers, the peripheral nerves, the roots and 
nerve trunks, or the sympathetic system. Spina 
bifida was found in several of Léri’s cases, as in one 
of those reported by the author. In one of Léri’s 
cases of spina bifida occulta operation revealed an 
abnormal disposition of the dural sac and atrophy of 
the sacral roots corresponding to the limb affected. 

The appearance or exaggeration of oedema at the 
time of puberty and the occurrence of associated 
thyroid symptoms have directed attention to the 
endocrine glands. Calvé believes that surgical 
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oedema of the extremities is not due to stasis, 
toxins, or nervous reactions, but is the result of a 
local vasomotor disturbance having as its principle 
cause a vasodilatation, i.e., an excessive afflux of 
blood to the capillaries. 

While it is possible that, simultaneously or later, 
the vasoconstriction of the veins and lymphatics 
presents an obstruction to the lymph, this is merely 
accessory. The oedema appearing after violent 
emotional disturbances may be due to an abrupt 
disturbance of vasomotor equilibrium. Surgical 
cedema of the limbs may therefore be due to a dis- 
turbance of equilibrium in the vasomotor innerva- 
tion caused by irritation of the perivascular sympa- 
thetic, traumatism, or emotion, the purely func- 
tional lesion, by its persistence, resulting in anatomi- 
cal lesions—oedematous infiltration of the cellular 
tissue and sclerosis. Traumatic oedema, spontane- 
ous oedema, elephantiasis, familial and hereditary 
trophoedema may have some factor in common, but 
it would be difficult to believe that they are of the 
saine origin or nature. 

Operations on the spine seem to have no beneficial 
effect. In traumatic oedema, sympathectomy is of 
definite benefit, especially when it is performed early. 
In later cases the benefit from this procedure is only 
temporary, probably because the lesions are too old 
to be affected by changing the vasomotor conditions 
of the limb. In such cases it is necessary to resort to 
orthopedic measures, such as Kondoleon’s aponeu- 
rotomy and Handley’s lymphangioplasty, to estab- 
lish new pathways for the circulation of the lymph. 

j EpitH S. Moore. 


Bernard, R., and Stassen, M.: Tuberculosis and 
Traumatism (Tuberculose et traumatismes). 
Bruxelles méd., 1932, xii, 543. 

The authors report the case of a man forty years 
of age who had pleurisy while he was in the army in 
1915. A year later he was gassed. After the pleurisy 
he had attacks of coughing. On April 9, 1931, he 
was struck on the crest of the right ilium by a stone 
which fell from a height of about a meter. The 
wound almost healed, but an ulcer developed on the 
site of the scar and was found to be tuberculous. At 
this time also an old healed tuberculous lesion was 
found in the apex of the right lung. The skin reac- 
tion to tuberculin was moderately positive. Inocu- 
lation of tissue from the ulcer into guinea pigs was 
negative. The serum reactions for syphilis were 
negative, but this fact may have been explained by 
specific treatment given two months before the 
patient consulted the authors. This treatment was 
reported to have caused improvement in the ulcer, 
but when it was repeated by the authors it had no 
effect whatever. A roentgenogram of the iliac bone 
showed a slight erosion on the lateral region of the 
crest slightly in front of the anterosuperior spine. 

In skin lesions of this kind Koch’s bacilli are some- 
times numerous. but often are so few that they are 
not found on microscopic examination. The authors 
believe that in the case reported the virulence of the 
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bacilli was reduced. In such cases the tubercles are 
generally buried in inflammatory tissue and are 
difficult to find. In about a third of the cases guinea- 
pig inoculation fails. The condition must be differ- 
entiated from syphilis, leprosy, sporotrichosis, and 
actinomycosis. Aubrey Goss Morean, M.D. 


Roepke and Ceelen: Gangrene of the Extremities 
(Extremitaetengangraen). 56 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1932. 


Roepke reminds us that endarteritis obliterans 
leading to juvenile gangrene was first described in 
1878 by von Winiwarter. Von Winiwarter con- 
cluded that the disease differs from arteriosclerosis, 
but other investigators, among them von Zoege- 
Manteuffel, considered juvenile gangrene to be the 
result of an arteriosclerosis developing early. Buer- 
ger, who observed numerous cases of juvenile gan- 
grene in the hospital under his direction and reported 
such a large number that the condition has been 
given his name, ascribed the primary rdéle in the 
development of the condition to the thrombus and 
spoke of a thrombo-angiitis obliterans. According 
to Goepel, there is a general disease of the vascular 
system which involves the veins as well as the ar- 
teries. Sternberg believed that the primary factor 
is the thickening of the muscularis which is due pre- 
sumably to increased contractures. He called atten- 
tion to the fact that the findings are the same as 
those in diabetic gangrene. In the latter condition 
also an endarteritis obliterans is present. 

The gangrene is characterized clinically by pro- 
longed prodromal manifestations of a rheumatic- 
neuralgic nature. The pains and spasms and the 
discolorations of the skin of the lower extremities 
appear periodically. To these are added the symp- 
toms of intermittent claudication which also occur 
at longer or shorter intervals. The intervals between 
the pains become progressively shorter and the dura- 
tion of the attacks progressively longer. The pains 
are aggravated especially during the night and sub- 
side during walking or standing (absence of venous 
hyperemia). Finally the pulse of the foot arteries 
can no longer be felt and the temperature of the dis- 
eased foot is found to be considerably lower than 
normal. However, even in this stage the process 
may become arrested. In some cases there may be 
associated trophic disturbances (eczema, etc.). In 
any event the disease may continue over a period of 
vears. The described symptoms cannot be explained 
always and entirely by the anatomical findings in the 
vessels. The intermittent claudication and the pains 
are explained by variations in the blood supply, by 
angiospasms, and by an ischemia due to spasm of 
the vasa vasorum. Such spasmodic states may occur 
also in the absence of organic disease of the vessels. 
The author cites the segmental vascular spasm de 
scribed by Kuettner. Vascular spasm alone, if con- 
tinued long enough, may lead to gangrene. All of 
these states must be differentiated from Raynaud’s 
disease. In the latter there is usually a symmetri 
cally developing gangrene which may involve the 
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upper as well as the lower extremities. There is a 
neurosis of the vascular system. The exact focus of 
the disease is not known. Roepke refers to the the- 
ory of Cassirer that the basic disturbance is to be 
sought in the efferent vasomotor tract as a whole, 
and that the centers may be involved primarily. 
However, functional vascular disturbances appar- 
ently occur also in juvenile gangrene. 

In the etiology, hereditary and familial inferiority 
of the blood vessels plays a role. Of primary impor- 
tance are racial characteristics. Of the 500 cases re- 
viewed by Buerger, three-fourths were those of Jews. 
However, this is not surprising as they were seen in a 
Jewish hospital. It appears that the oriental races 
are particularly predisposed, but the disease is seen 
also in Italy, Portugal, and recently, in increasing 
frequency, in Germany. In Germany it is not the 
Jews who are most frequently affected. 

The condition occurs in men considerably more 
frequently than in women. Of the 500 cases reviewed 
by Buerger, only 3 were those of women. It is pos- 
sible that women are protected from it by menstrua- 
tion. Toxic influences play a réle. Alcohol is not a 
cause, but lead poisoning and the abuse of tobacco 
are factors. Roepke cites a case in which the con- 
dition developed fifteen years after an attack of lead 
colic. Another cause is increased functional demands 
such as are imposed by continuous labor with expo- 
sure to cold and dampness. Freezing temperatures 
are of less importance than higher temperatures near 
the freezing point. The injuries may occur long be- 
fore the development of the gangrene. Occasionally 
they are not manifested until after as long as ten 
years. In Erb’s opinion, the gangrene is due to cold 
injury in 50 per cent of the cases (experiments of 
von Zoege-Manteufiel). Infectious diseases also play 
a role in its origin. As an example, Roepke cites 
luetic endarteritis and its sequela. On the basis of 
the theory that hyperadrenalinawmia is responsible, 
extirpation of an adrenal has been recommended as 
treatment. Finally, metabolic disturbances may lead 
to gangrene. Diabetic gangrene is probably due es- 
sentially to toxic influences (6-oxybutyric acid). 
Therefore it is not dependent upon the severity of 
the diabetes. However, the end-results are the same 
in diabetic, juvenile, and arteriosclerotic gangrene. 
Even though in general the primary development of 
a thrombus is denied, the secondary formation of a 
thrombus may be an important factor in the onset 
of the gangrene. The causative factor is to be sought 
in a disturbance of the neurovascular harmony. This 
causes circulatory disturbances which produce sec 
ondary tissue disturbances. Stasis then results. 
Finally, slight injuries such as the pressure of the 
shoes, the ingrowing of a toe-nail, and minor trau 
mata are suflicient to induce gangrene. 

In the treatment the attempt must be made to 
eliminate all injurious influences and to stimulate 
the development of a collateral circulation. Warm 
baths, particularly contrast baths, are beneficial as 
they improve the distribution of the circulation. 
\bove all, it is important to determine whether any- 
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thing may yet be expected from conservative treat- 
ment. For this purpose, determinations of the 
temperature of the involved extremities, the Mos- 
cowitz method of inducing hyperemia after ischw- 
mia, and arteriography with the use of a contrast 
medium (uroselectan and abrodil) are of value. In 
conservative treatment the basic disease must be 
considered first. Therefore anti-luetic treatment 
should be given in syphilis, and cardiac medication 
in cases of heart disease. In addition to contrast 
baths, exercise therapy and diathermy are to be 
considered. The administration of the circulatory 
hormone of Haberlund and Frey (padutin) is indi 
cated chiefly in the prodromal stage. Its efficacy 
has been variously judged. In the opinion of Kap 
pis, it acts only as a non-specific irritant. 

Of the conservative operative measures, periarte 
rial sympathectomy has proved very disappointing. 
The reported successes are to be regarded with skep- 
ticism. When an effect is obtained by this procedure 
it is usually transitory and is followed by aggrava 
tion of the condition which demands amputation. 
3etter results are ovtained by resection of the lim 
bar sympathetic trunk and its roots. ‘This is ac 
complished more easily through an extraperitoneal 
incision than through a median transabdominal in 
cision. Laewen obtained good results by freezing 
the sciatic nerve through an oblique incision. ‘This 
was followed immediately by cessation of the pain. 
Alcohol injections are also recommended. In cases 
of local vascular disease the affected segment may 
be resected. In embolism, embolectomy comes up 
for consideration as in a number of cases it has saved 
life. Emboli have been removed successfully even 
from the aorta. However, embolectomy will always 
be an emergency operation. ‘The arteriovenous anas 
tomosis of Wieting and extirpation of an adrenal 
have not been found of value. ‘Therefore, of the 
conservative operations, only lumbar sympathec 
tomy merits consideration. If gangrene has devel 
oped, there is often no alternative to amputation, 
but with newer methods of study the level of am 
putation can be determined with much greater cer 
tainty than heretofore. Amputations which formerly 
were done because of pain may now frequently be 
avoided by nerve operations. 

Ceelen cited the first literary reference to gan 
grene (Philoctetes) by Sophocles, and the represen 
tation of pain in the group of the Laocodn. He 
stated that it is our duty to prevent the development 
of gangrene if possible and to alleviate the pain 
Pathologico-anatomically defined, gangrene is a spe 
cial form of necrosis, a tissue death in the presence 
of air. It occurs in 2 forms, a dry gangrene or mum 
mification, and a wet gangrene, which is usually 
associated with infection. It is caused by injury to 
the tissue elements themselves or by obstruction of 
the circulation with consequent loss of nutrition. 
Injury to the tissues may result from mechanical 
thermal, toxic, or dyscrasic influences. Obstruction 
of the circulation may occur from division or com 
pression of the blood vessels, embolism, angiosclero- 
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sis such as occurs in senile and diabetic gangrene, 
inflammation such as angiitis, endarteritis, and 
thrombo-angiitis obliterans, and angiospastic states 
such as the neuropathic form. 

Attention is called to the difference in structure 
of the aorta and the femoral artery. Whereas the 
media of the aorta consists of only elastic fibers, the 
media of the femoral artery contains a definite mus- 
cular layer. This is because the femoral artery must 
actively propel the blood further. If the contraction 
of the femoral artery were to cease, the circulation 
would be arrested after each cardiac systole because 
with each contraction of the heart only the amount 
of blood which leaves the heart would be propelled 
through the vessels. For an understanding of circu- 
latory conditions a knowledge of vascular innerva- 
tion is important. A vessel is never supplied by only 
a single nerve; the entire nervous system has a part 
in its innervation. The centers are in the medulla 
oblongata, in the gray matter of the spinal cord, and 
in the peripheral ganglia. When the central centers 
are blocked, the next peripheral centers assume their 
function. In the adventitia of the vessel there is a 
network of coarse nerves. A finer network lies on 
the media. It is probable that the latter penetrates 
the media. Kuettner’s observations of segmental 
vascular spasm indicate that the media possesses a 
certain degree of autonomy. The sensory nerves are 
found chiefly at the points of division of the arteries 
into capillaries. It is the function of the nervous sys- 
tem to increase the blood flow and to regulate the 
distribution of the blood. The development of a col- 
lateral circulation is dependent also upon still other 
factors. First, there must be anastomoses; second, 
the anastomoses must be capable of dilatation; and 
third, the cardiac action must be strong enough to 
force blood into them. The older the person, the 
less capable he is of developing a collateral circula- 
tion. In aortic sclerosis, occlusion of the popliteal 
artery will almost always result in gangrene although 
anatomical collateral pathways are present. Be- 
cause of our upright position, our lower extremities 
are always subject to a certain degree of stasis which 
tends to decrease the circulation. In athletes, calci- 
fication of the media is observed early in life. It 
occurs more frequently in the left leg than in the 
right because the left leg is the working leg of right- 
handed persons. The almost constant contact of the 
foot with the ground, unsuitable shoes, pressure, 
dampness, and cold, which affect the local circula- 
tion, lead to disturbances. 

Ceelen describes in detail some of the forms of 
gangrene mentioned. First he discusses senile and 
diabetic gangrene. Both of these are the sequela of 
a severe vascular disease incorrectly termed “arterio- 
sclerosis,’ which affects the media but not the in- 
tima. Ceelen considers it necessary to differentiate 
between medial calcification and arteriosclerosis. In 
the conditions under discussion cartilage formation 
occurs in the media. There are whole plates of carti- 
lage which are often so arranged that they resemble 
the trachea of the goose. As the result of these calci- 
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fications the blood is propelled along more slowly 
and conditions favorable for the development of 
gangrene are produced. Metabolic products are not 
removed rapidly enough. Finally, a thrombus forms, 
and a slight blow, squeeze, or similar trauma is suffi- 
cient to cause gangrene. As a rule a thrombus is 
found, but gangrene may occur without a thrombus 
if the conditions are otherwise favorable for its de- 
velopment. The development of senile gangrene is 
favored by the atrophy of the tissues, and the devel- 
opment of diabetic gangrene by the vulnerability of 
the tissues. The microscopic picture in these con- 
ditions is very similar. In diabetes the calcifications 
occur as a rule after the disease has been present for 
from ten to fifteen years. Also after that length of 
time there are endarteritic changes which cannot be 
differentiated from those of endarteritis obliterans 
A specific form of gangrene is juvenile gangrene, 
sometimes incorrectly called “‘spontaneous gangrene” 
or ‘“‘Buerger’s disease.”” A far more correct term 
would be “‘Winiwarter’s disease.”” While patholo 
gists seldom see the beginning stages of this condi- 
tion, Ceelen was able to observe the various stages 
in a study of 15 specimens obtained by amputation 
at various sites. Ceelen again emphasizes that the 
thrombus is not the primary occluding factor. He 
states that as a result of irritation to the adventitia 
there is a proliferation of the intima, a productive 
inflammation, which may occlude the lumen of the 
vessel and to which a thrombus may occasionally 
be added. There are both exudative forms and pro- 
ductive forms (endarteritis verrucosa or polyposa). 
The pictures resemble those of endocarditis. The 
changes are not limited to the large vessels. The 
muscular and other vessels are also altered. Similar 
changes are found in both the vascular system and 
the connective tissue apparatus. We are dealing 
with a disease of the vascular connective tissue appa- 
ratus in the most varied locations. There are changes 
similar to those characteristic of rheumatism. There- 
fore Ceelen regards juvenile gangrene as an infec- 
tious rheumatic disease. He attributes the frequency 
of the condition in Russia and Poland to the climate 
of those countries. Freezing and infection are the 
chief factors responsible for its development. Ceelen 
calls attention to the sensitiveness of the diabetic 
subject to infection, and the similarity of the patho- 
logical findings in diabetic and juvenile gangrene. 
The development of juvenile gangrene is favored in 
persons with mesenchymal weakness, that is, those 
with hypoplastic vessels. In some cases salicylates 
are of value. To avoid a mutilating operation early 
diagnosis and proper treatment are required. 
KIRSCHNER (Z). 


Fischer-Wasels, B.: The General Predisposition to 
Tumor Formation and the Metabolism of the 
Tumor Cell (Die allgemeine Geschwulstdisposition 
und der Stoffwechsel der Geschwulstzelle). Wéien. 
klin. Wchnschr., 1931, i, 629, 664. 


The development of the malignant tumor cell is 
not the immediate result of external irritation. It 
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is due more to the development of a new cell race 
similar to the formation of new cell races which 
occurs in the development of the embryo. After the 
new cell race has been formed it requires no addi- 
tional permanent stimulation for its growth. The 
nature of the tumor cell is inherent in its hereditary 
mass and structure. 

There are only two biological processes which are 
closely related to tumor formation—embryonic de- 
velopmental processes and regenerative processes in 
postembryonic life. In both, new types of cells may 
develop. Just as in the formation of new cell types 
in the embryo, tumor formation proceeds only dur- 
ing definite and usually very limited periods. The 
once developed germ continues to grow from within 
itself. There is no contact infection and no altera- 
tion of other body cells coming into contact with the 
tumor tissue. Just as in the formation of new cell 
types in the development of the embryo, the organ- 
ism as a whole exerts an influence (manifested by 
sensitive periods) on the development of the tumor 
germ. The author was able to demonstrate this in 
the so-called irritation tumors. On the basis of a 
repeated pathological regeneration there developed 
first a tumor anlage. In mice, general predisposition 
to tumor formation could be produced by constant 
tar treatment of various areas of the skin. If then, 
at any site, a marked regeneration stimulus was pro- 
duced by a burn, papillomata developed in the first 
few months in a high percentage of the scars and 
squamous epithelial carcinomata developed in the 
later months. The organism tends to form a tumor 
germ only when it can act as a whole upon the re- 
generation process in this way. Tumors resulting 
from irradiation are also formed from a combination 
of local regeneration and general injury. Time is a 
factor of great importance. In chronic tar intoxica- 
tion in the mouse the sensitive period for papilloma 
formation is between the fourth and tenth months, 
and that for cancer formation between the tenth and 
thirteenth months. 

The long latent period in the development of 
tumors of known etiology (roentgen, anilin, and 
paraffin tumors and the Schneeberger pulmonary 
cancer) in man is explained in the same way. Only 
when a general predisposition has been produced by 
a long-continued slight toxic action does the regen- 
eration process deviate. However, the majority of 
the tumors in man have their origin in a disturbance 
of tissue development in embryonic life rather than 
in a disturbed regeneration process. The tumor 
anlagen may be associated with a hereditary patho- 
logical predisposition of the organism as a whole or 
may become evident as the result of acquired dis- 
turbances of the organism as a whole. Similar con- 
ditions may be produced experimentally when, after 
an injection of embryonal mush, such general 
changes are brought about with tar, arsenic, indol, 
or Rous filtrate that tumors develop from the em- 
bryonic cells. The very rare tumors in children of 
the same parents demonstrate the factor of heredity. 
The decades-long latency of tumor germs formed in 


the period of embryonic development may be com- 
pared to the behavior of the dental anlagen and the 
development of the breasts. In mice in which a pre- 
disposition is produced by chronic intoxication, the 
incidence of spontaneous tumors is higher than in 
untreated animals of the same litters. 

The general predisposition to tumor is explained 
by anomalies of metabolism. The cancer cell meets 
its need for energy chiefly by a fermentative metabo- 
lism. The resulting excess of lactic acid may act as a 
stimulus to growth. This has been suggested by ex- 
periments on young rats (Hentschel) and on the 
uterine musculature (Buengeler and Ehrhard). The 
cancer cell has the power also to catabolize glucose 
into lactic acid, but the resulting lactic acid cannot 
be further oxidized in cancer tissue. The large con- 
tent of basic amino acids (nuclear substances) in 
cancer tissue is regarded as a manifestation of a 
nuclear disease. 

In the cases of animals with tumor, characteristic 
changes may be demonstrated also by determina- 
tions of the fermentative and respiratory metabolism 
of the anirnal as a whole. In the cases of human 
beings with cancer it is possible to demonstrate an 
alkalosis of the blood. In experimental animals an 
alkalosis caused by feeding may produce a general 
predisposition to tumor. The combined oxygen- 
carbon dioxide breathing applied therapeutically by 
the author acts in the sense of tissue acidosis and 
increased respiration. TANNENBERG (G). 


DUCTLESS GLANDS 


Zondek, B., and Krohn, H.: A Hormone of the 
Pituitary Gland: Middle Lobe Hormone, Inter- 
medin. The Use of the Erythrophore Reaction 
of Minnows, Phoxinus laevis, in the Demon- 
stration of the Hormone (Ein Hormon der Hypo- 
physe. Zwischenlappenhormon, Intermedin. Die 
Erythrophorenreaktion der Elritze, Phoxinus laevis, 
als Testobjekt zum Nachweis des Hormons). 
Naturwiss., 1932, p. 134. 

Although attempts to produce the gestation color- 
ation of minnows (phoxinus laevis) by the use of 
prolan and folliculin resulted negatively, the authors 
were able to produce it regularly as a beautiful red 
shade on the breast and abdomen with pituitary 
extracts. 

This erythrophore expansion is a specific reaction 
produced exclusively by a constituent of the pitui- 
tary gland. Experiments with the most varied 
substances, including all of the known hormones of 
other endocrine glands and particularly prolan, 
have yielded negative results. The simultaneous 
darkening of the skin depends upon the dissemina- 
tion of the melanophores, which can be brought 
about with many other substances. Even yohimbin 
and cantharidin do not affect the erythrophores, 
although they produce a dark discoloration in other 
fish. The erythrophoye reaction must be produced 
by some other constituent of the pituitary gland 
since, according to the negative result of the prolan 
experiments, it is not produced by the hormone 
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of the anterior lobe of the pituitary gland. Of the 
’ two active substances of the posterior lobe, oxytocin 
and vasopressin, the latter is secreted in the greater 
amounts. This was demonstrated by the authors’ 
experiments with orasthin, zonephin, pitocin, and 
pitressin. However, the substance disseminating 
the melanophores, the presence of which was dem- 
onstrated in this way, cannot be identical with 
oxytocin and vasopressin, as the amounts of the 
different substances contained in the different parts 
of the pituitary gland vary considerably. As the 
melanophore reaction in the frog is produced by a 
large number of other substances and the erythro- 
phore-chromatophore reaction of minnows is specific, 
the latter is a suitable test for the pituitary substance 
which causes expansion of the chromatophores. The 
smallest amount that is capable of producing the 
red coloration in three of five minnows within from 
thirty minutes to four hours after its injection is 
designated the “phoxinus unit.” 

The hormone is obtained by extracting in acetic 
acid small pieces of the gland which have been dried 
in acetone. It is found also in the tuber cinereum 


and thalamus and, rarely, in the fluid of the third 
ventricle. 


It is demonstrable in all parts of the 
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pituitary gland. In sixty human pituitary glands 
the average amount was 7,000 phoxinus units. The 
smallest amount, 2,000 units, was found in a case of 
uremia, and the largest amount, 11,000 units, in a 
case of uremia and pituitary obesity. The quantities 
found in the different lobes of the pituitary gland in 
cattle were as follows: anterior lobe, 4,000 units; 
middle lobe, 600 units; and posterior lobe, 25,000 
units. For each gram of substance, the anterior lobe 
contained 2,875 units; the middle lobe, 80,000 units; 
and the posterior lobe, 11,904 units. Because of its 
predominance in the middle lobe, the authors call 
the hormone “intermedin.”” The colloid substance 
of the pituitary gland contains only about 50 per 
cent, and the pituitary pedicle, from 1 to 10 per 
cent, as much as the middle lobe. The intermedin 
isolated on the basis of the test described differs 
from oxytocin and vasopressin in its behavior toward 
acid and alkali and its solubility in organic solvents 
and absorbents. In warm-blooded animals it has 
no effect upon the heart, blood vessels, blood pres- 
sure, or vegetative smooth musculature. It in- 
creases the total metabolism. In the thyroid gland 
it distinctly reduces the colloid so that a thyrotropic 
effect results. Frescu (G). 
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